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_| Meat... 


and Protein Nutrition 
in Cardiac Failure 


Recent studies confirm previous clinical observations of the high 
incidence of hypoproteinemia and muscle wasting in patients 
with chronic cardiac failure. Recognition of these serious nutri- 
tional alterations prompts “‘the administration of large quanti- 
ties of dietary protein and supplemental vitamins.’’! 


Basic foods requiring primary consideration for providing 
adequate daily nutrition in such patients are: 


*“Milk—1 pint; meat—4 ounces; vegetables—2 servings; 
fruit and fruit juices—3 servings; carbohydrate and fat 
to fulfill caloric needs. 


“In order to restore depleted protein levels, it is neces- 
sary to increase the protein component by adding meat 
servings... 7’! 


Since anorexia usually complicates nutrition in cardiac fail- 
ure, appetizingly prepared meat encourages adequate eating. 
The high protein content of cooked lean meat, 25 to 30 per cent, 
as well as its high biologic value, serves well in mitigating hypo- 
proteinemia and muscle wasting. 


Meat. also contributes valuable amounts of B vitamins 
especially needed by the cardiac patient, including both the 
well-known and the less well-known members of the B complex. 
Iron, potassium, and phosphorus are among the minerals richly 
supplied by meat. 


1. Shuman, C. R., and Wohl, M. G.: Nutritional Aspects of Heart Failure, J. Clin. 
Nutrition 2:5 (Jan.-Feb.) 1954. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 
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American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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You and Your Business 


HIGHLIGHTS OF MIDSUMMER SESSION 
OF THE COUNCIL 
July 15-16-17, 1954 


A total of ninety-seven items was considered by 
The Council at its three-day Midsummer Session. 
The twenty-five members of The Council were in 
session fifteen hours and twenty-nine minutes—a 
cumulative total of 387 hours or better than nine 
and one-half working days (on the basis of forty- 
hour week). Chief in importance were: 


@® Beaumont Memorial Dedication.—The report 
of the Beaumont Memorial Committee, headed 
by Otto O. Beck, M.D., indicating that all mat- 
ters were in readiness for the Dedication of 
July 17, 1954, was presented and approved. 
Chairman Beck stressed the need for additional 
contributions to cover the deficit resulting from 
the cost of the Memorial and its furnishings: 
this appeal was ordered placed in the next Sec- 
retary’s Letter to all members. 


@ President Hull presented the gift of John Hop- 
kins, D.D.S., of Detroit—Paul Revere’s dental 
instrument—for display in the Beaumont Me- 
morial. 


@ Joint meetings were held with the Board of 
Trustees of the Michigan Hospital Association; 
with the Michigan Crippled Children Commis- 
sion; with the Executive Committee of Michi- 
gan Health Council; and with Michigan Hospi- 
tal Service Board of Trustees plus Michigan 
Medical Service Board of Directors and guests 
together with the latter’s Wayne County Medi- 
cal Advisory Committee; matters and problems 
of mutual interest were discussed. 

@ The Council was informed that television would 
be featured at the 1955 Michigan Clinical Insti- 
tute (next March in Detroit) through the co- 
operation of Smith, Kline, & French Laborato- 
ries of Philadelphia. 

®@ Committee Reports—The following were given 
consideration: (a) Medical Advisory Commit- 
tee to Michigan Hospital Service, meeting of 
June 10; (b) Advisory Committee to Michigan 
State Medical Assistants Society, July 11; (c) 
Committee on Study of Group Health and Ac- 
cident Insurance, July 15; (d) Geriatrics Com- 
mittee, June 29; (e) Liaison Committee with 
Michigan Medical Service, July 17; (f) Com- 
mittee on Awards, July 17. Also presented was 
a report on the AMA San Francisco Session 
(June 1954) by William A. Hyland, M.D., 
Grand Rapids, Chairman of the Michigan Dele- 
gation. 

@ Gordon H. Scott, Ph.D., Dean of Wayne Uni- 
versity College of Medicine, was appointed to 
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wr 


the MSMS Scientific Radio Committee upon 
recommendation of the Committee’s Chairman 


John M. Sheldon, M.D., of Ann Arbor. 

@ Treasurer’s Report as of July 8, 1954, was pre- 
sented by William A. Hyland, M.D. 

@ Legal Counsel J. Joseph Herbert presented an 
opinion on the legality of blood alcohol tests for 
intoxication. 


@ Public Relations Counsel Brenneman presented 
report on Good Citizenship Campaign; publicity 
for Beaumont Memorial Dedication, including 
University of Michigan motion picture and co- 
operation; Michigan State Medical Society ex- 
hibit at Michigan State Fair; Annual Session 
publicity; and plans for the 1955 Michigan 
Rural Health Conference. 

®@ The report of the Publication Committee of The 
Council included (a) a recommendation that 
approval of advertising copy by the AMA State 
Journal Advertising Bureau is ipso facto ap- 
proval by MSMS; also (b) proposed schedule of 
numbers for JMSMS through May, 1956. 


@ The Finance Committee of The Council report 
included a reaffirmation of its policy of investing 
MSMS monies only in government securities; 
it also recommended a vote of thanks to Parke, 
Davis & Company, Detroit, for wonderful help 
in connection with the Beaumont Memorial and 
in printing two invitations for the Dedication. 

@ The report of the County Societies Committee 
of The Council included selection of four names 
for Michigan’s Foremost Family Physician for 
1954, to be presented to The Council in 
September, with three to be presented to the 
House of Delegates; also recommendation that a 
prize be offered to the component county 
medical society with the largest percentage of 
attendance at 1954 Annual Session. 

@ The Annual Report of The Council was ap- 
proved and referred to the MSMS House of 
Delegates. 

® Matters of mutual interest were discussed with 
A. E. Heustis, M.D., Michigan Health Com- 
missioner, including Synnematin, the newly- 
developed antibiotic for typhoid fever; also list 
of certified hospitals; definition of a hospital; 
multiple screening; and narcotic addicts. 

@ Resolution commending Mr. Donald E. Johnson 
of Flint for his cancer control activities was ap- 
proved and referred to the MSMS Committee 

‘on Special Memberships for consideration by 
1954 House of Delegates. 

® Council Chairman William Bromme, M.D., re- 
ported that the Midwest Medical Society 


(Continued on Page 960) 
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DOCTOR, WHEN YOUR PATIENTS ASK... 


“Which Cigarette 
Shall | Choose?” 
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1 NEW AMAZING FILTER OF ESTRON MATERIAL PLUS KING-SIZE LENGTH 


@ This new-type filter, of non-mineral, cellulose- @ The smoke is also filtered through Viceroy’s extra 
acetate, Estron material, exclusive with Viceroy Ciga- length of rich, costly tobaccos. Thus Viceroy actually 
rettes, represents the latest development in 20 years gives smokers double the filtering action . . . to double 
of Brown & Williamson filter research. Each filter con- the pleasure and contentment of tobacco at its best! 
tains 20,000 tiny filter elements that give efficient filtering 
vas ap- 3 action; yet smoke is drawn through easily, and flavor 
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Mrs. Elizabeth E. Peck 


Career: Medical Assistant 


To start from the very beginning, we must go 
back to the wee hours of a March 25 not too many 
years ago, and visit a small cottage in Painesdale, 
a mining community up in the Copper Country. 

“All the disappointments my mother had in life 
up to that date were minimized when she took her 
first look at me,” Elizabeth Peck smilingly relates 
today. “A wrinkled little specimen with a head the 
size of a teacup was all 
she had to show for her 
long months of waiting.” 

There had been two 
other children, a brother 
fifteen years earlier, and 
a sister three years be- 
fore. 

Elizabeth’s mother had 

been a practical nurse 
prior to her marriage. 
She dropped her profes- 
sion reluctantly, but her 
maiden name of Emma 
Whinnen she gladly gave 
up to marry John Good- 
fellow—best known as 
Jack—who was a tool- 
maker for the copper 
mines. 

The Goodfellows moved to Detroit three years 
after Elizabeth’s birth, and seven years later Mrs. 
Goodfellow went back to nursing—her first love— 
for as long as her health permitted. 

Continuing her story, Elizabeth Peck says: “Not 
having been born with the proverbial silver spoon 
in our mouths, it was necessary that all of us 
pitch in. At the age of twelve, I took a full-time 
job in a restaurant evenings while going to school 
days. Most people are appalled at this, but their 
pity is wasted; I enjoyed every minute of it and 
have always felt that it in no way did me any 
great harm.” 

Graduating from Hazel Park High School at the 
tender age of fifteen, and small in stature to boot, 
Elizabeth set out to make her mark as a secretary. 
Her sister was the one who had been earmarked to 
carry on the family tradition of nursing. 

However, an unfortunate accident ended the 
dreams of Elizabeth’s sister. Thereupon, encour- 


946 


aged by her mother’s disappointment, Elizabeth 
gave up the secretarial job which she had held 
for three years with Studebaker Corporation and 
applied for nurse’s training at St. Joseph’s Mercy 
Hospital. 

“Here I entered training, in the time of the 
Depression, and here I learned of the honor, the 
courage and the unselfishness of the professional 

world around me,” she 
remembers. 

The next event of im- 
portance in her life was 
her marriage to Mr. 
George H. Peck. 

“We followed the same 
pattern of all the young 
people who were trying 
to establish a home in the 
middle *30s”, Mrs. Peck 
recalls today. “The De- 
pression had _ us all 
trimmed lean by that 
time; but if money was 
scarce, time was not. 

“I really believe that 
we had more pleasures 
from our home and our 
friends than we do to- 

In 1936, the marriage was blessed with a 
daughter, Valerie Ann, ending for the time Mrs. 
Peck’s career in nursing. When the demand for 
nurses became great in 1940, however, she re- 
turned to the work she loved, leaving her daughter 
in the capable hands of her mother for care. 

This time, Mrs. Peck chose to work in the office 
of a general physician in Detroit, who “was a won- 
derful teacher and stimulating to work with.” 

“It was in his office that the term ‘medical as- 
sistant? began to mean more to me than it had 
ever meant before,” Mrs. Peck says. “For the first 
time, I realized how important the only girl in a 
doctor’s office can be.” 

Later came summer relief work for another doc- 
tor of medicine, where Mrs. Peck learned labora- 
tory work. For the past five years, she has been 
with a Detroit dermatologist and syphilologist. 

“T have been most fortunate in that all the doc- 


(Continued on Page 950) 
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ACHROMYCIN, new broad-spectrum antibiotic, has set an unusual record for rapid 


the first ACHROMYCIN is being widely used in private practice, hospitals and clinics. A number 


irl ina § of successful clinical tests have now been completed and are being reported. 


er doc- ACHROMYCIN has true broad-spectrum activity, effective against Gram-positive and 


labora- Gram-negative organisms, as well as virus-like and mixed infections. 
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‘i ACHROMYCIN has notable stability, provides prompt diffusion in body tissues and fluids. 
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he doc- ACHROMYCIN has the advantage of minimal side reactions. 
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CAREER—MEDICAL ASSISTANT 


MRS. ELIZABETH E. PECK 
(Continued from Page 946) 


tors I have worked for have been good teachers,” 
she says. “They have all been willing to explain 
and answer questions, regardless of how busy they 
may have been.” 

Mrs. Peck’s activities are many and varied. She 
loves to entertain, and she likes especially to have 
young people around her. She has taught Sunday 
School for eleven years in a Baptist Church and 
served as director of youth activities there. She 
loves to sing, and has a pleasing voice, but has 
never gone at it too seriously. 

“TI have always loved to dance, but strange as it 
may seem, next to dancing I like to do carpenter 
work,” smiles Mrs. Peck. “My father and I have 
built two homes all alone—one at a time when he 
had lost the vision of one eye and I had to be his 
eyes and hands.” 

Her interest, her enthusiasm, her understanding 
of the importance of the medical assistant, started 
Mrs. Peck early toward leadership in the Michi- 
gan State Medical Assistants Society. She first be- 
came’a member of the Detroit Medical Assistants 
Society in 1949, serving immediately as Recording 
Secretary and moving to the office of ‘Treasurer of 
the state organization the next year. She has 
served on the Board of Directors of MSMAS ever 
since, acting as President of the organization 
throughout most of 1952-53, then fully assuming 
that post for the year 1953-54. 

Mrs. Peck’s daughter Valerie—heir-apparent to 
the family dreams—never leaned toward the medi- 
cal profession until she put in considerable time 
as receptionist in the same office with her mother. 
“But,” says Elizabeth Peck with a knowing look, 
“There is still a chance that the ‘nursing bug’ 
which bit first my grandmother, then my mother— 


and finally, me—will still have a nip at my, 


daughter.” 





“A doctor who orders everything in the book for a 
patient just because his Blue Cross contract covers it is 
like the fellow who goes to an American plan hotel and 
eats everything on the menu. 

In either case, indigestion results, and the supplier 
suffers a loss.’—-Jonn H. Hayes in Hospitals, February, 
1954. 


* * * 


The number of noon lunches served under the Na- 
tion] School Lunch Program has increased from less 
than half a billion in 1944 to over one-and-one-half 
billions in 1952. 
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HEARING is their business! 


These are the Audivox Hearing Aid Dealers who 
serve you in MICHIGAN. Audivox dealers are 
chosen for their competence and their interest in 
your patients’ hearing problems. 


BERVILLE 
Hearing Aid Center 
Tel: State 4-4226 


DETROIT 
Audiphone Company of Detroit 
702 Mutual Building 
28 West Adams Avenue 
Tel: Woodward 2-168] 


FLINT 
Audiphone Company of Flint 
603 Mott Building 

Tel: 9-5 


GRAND RAPIDS 


Audiphone Compan 
9 Ransom Avenue N.E. 
Tel: 8-7556 


GRAND RAPIDS 
The Kenfre Headset Company 
903 Maxwell Avenue S.E. 
Tel: Ch. 3-9080 — 8-7556 


JACKSON 


Lewis Surgical Appliance Service 
a ~ Jackson Street 
el: 


PONTIAC 
Midtown Shop 
114, North Saginaw Street 
Tel: Fedrail 4-0539 


PORT HURON 
Finch-Nettnay 
1231 Water Street 
Tel: 2-2821 


SAGINAW 
Audiphone Company 
9 Brewer Arcade 
126 North Washington Avenue 
Tel: 3-8561 


SOUTH BEND, INDIANA 
Audiphone Company of Northern Indiana 
herland Building 
Tel: 3-2900 


TOLEDO, OHIO 
Audiphone Company of Toledo 
936 Edison Building 
Tel: Garfield 3301 


a tox 
qudivox 


TRADE -MARK 


Western Electric 
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Audivox new all-transistor 
model 71 hearing aid 




















pedigree 


Only a flawless pedigree — a long and illus- 
trious ancestry of purebreds — can produce 
a champion show dog. 





Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tel- 
ephone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, brought to fruition 
by Western Electric and audivox engineers. 


Alexander 
Graham 


Pedigreed in its field, audivox successor to Western 
Electric Hearing Aid Division, brings the boon of better 
hearing, and its enrichment of living, to thousands. With 
the magical modern transistor, with scientific hearing 
measurement and scientific instrument-fitting, serviced Scurry 
by a nation-wide network of professionally-skilled deal- Successor to Western Flechric Hearing Aid Division 
ers, audivox moves forward today in a proud tradition. 

TO THE DOCTOR: Send your patient with a hear- 123 Worcester St.. Boston, Mass. 


ing problem to a career Audivox and Micronic The Pedigreed Hearing Aid 
Jealer, chosen for his interest, integrity and abil- 


ity. There is such an Audivox dealer in every 
major city from coast to coast. 
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Heart 


ANNUAL MEETING OF AHA COUNCIL 
FOR HIGH BLOOD PRESSURE RESEARCH 


The Annual Meeting of the American Heart 
Association’s Council for High Blood Pressure Re- 
search has been scheduled for Friday and Satur- 
day, October 22 and 23, in Cleveland. The subject 
of the scientific program will be the metabolism of 
muscles and nerves as it relates to high blood 
pressure. Irving S. Wright, M.D., New York, Past 


MHA GRANTS ON 


Institution 

Wayne University, 
College of Medicine, 
Detroit 


Wayne University, 
College of Medicine 
Detroit 

Wayne University, 
College of Medicine 
Detroit 

Harper Hospital 
Detroit 

University of Michigan, 
Dep’t of Pediatrics, 
Ann Arbor 

Henry Ford Hospital, 
Detroit 


University of Michigan 
Dep’t of Internal Medicine 
Ann Arbor 

University of Michigan 
Dep’t of Physiology 

Ann Arbor 

Henry Ford Hospital, 
Detroit 


Name 
L. T. Iseri, M.D. 


H. K. Hellems, M.D. 


A. J. Boyle, M.D. 


F. D. Dodrill, M.D. 


J. L. Wilson, M.D. 


Conrad R. Lam, M.D. 


S. W. Hoobler, M.D. 


D. Bohr, M.D. 


J. A. Johnston, M.D. 


Cameron Haight, M.D. University of Michigan 
Dep’t of Surgery, 


Ann Arbor 

University of Michigan 
Dep’t of Pharmacology 
Ann Arbor 

Providence Hospital, 
Detroit 

Wayne University, 
College of Medicine 
Detroit 

Mt. Carmel Hospital, 
Detroit 


T. M. Brody, M.D. 


N. E. Clarke, M.D. 


Prescott Jordan, M.D. 


J. D. Fryfogle, M.D. 


I. F. Duff, M.D. University of Michigan, 


University Hospital, 
Ann Arbor 

Wayne University, 
College of Medicine, 
Detroit 


Wayne University 
Dep’t of Physiology & 
Pharmacology, Detroit 


J. J. Jasper, M.D. 


W. H. Seegers, Ph.D. 





Beats 


President of the Association, is Chairman of the 
Program Committee. The general program will 
feature a discussion on problems of retirement. 


MHA TO SPEND $96,000.00 ON HEART 
RESEARCH 


The continuing battle against diseases of the 
heart and blood vessels received added support 


(Continued on Page 954) 


HEART RESEARCH 


Title of Project 

Fluid and Electrolyte 

Metabolism in Edema Formation 

Due to Cardiac and Renal Causes 

Investigation of the Effects of Exercise and Commonly 
Used Cardiovascular Drugs on Myocardial Blood Flow 
and Metabolism in the Human Subject 

Plasma Colloid Stability in Norma] and Atherosclerotic 
Subjects 


Mechanical Heart Project 


Investigation of the Effects of Cyanotic Heart Disease 
and Its Relief on Cerebral Function 


Chemotherapy of Rheumatic Fever 


Experimental and Clinical Study of the Physiologic Ef- 
fects of Valvular Prosthetics and Hypothermia Upon the 
Circulation 

Arterialization of the Coronary Sinus by Communica- 
tion to the Left Ventricular Cavity 


Investigation of the Mechanism of Blood Coagulation 
with Special Reference to the Problems of Thrombo- 
embolic Disease 


A Study of Serum Tension in Atherosclerosis 


Blood Coagulation: Purification of Inhibitors and Mech- 
anism of Their Action 


Experimental Cardiovascular Surgery 


Studies in Hypertension 


Further Studies Dealing with the Terminal Vascular 
Bed and the Renal Vasoexcitor Material and A Study 
of the Mechanism Responsible for Endogenous Control 
of Renal Vascular Resistance 


Nutritional Studies in Rheumatic Fever 


Cardio-Respiratory Function Before, During and After 
Thoracic Operations on Patients with Pulmonary oF 
Cardiac Disease 

Metabolic Effects of the Cardiac Glycosides on Heart 
Mitochondria 
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is it, Doctor, that one filter cigarette 


gives so much more protection than 
any other? 


mmonly 


d Flow 


sclerotic 
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ymunica- The answer is simply this: Among today’s nine 

brands of filter cigarettes, KENT, and KENT alone, 
; has the Micronite Filter ...made of a pure, dust-free 

igulation : a: alee? 

ner og material that is so safe, so effective it has been selected 

to help filter the air in hospital operating rooms. 


In continuing and repeated impartial scientific 
tests, KENT’s Micronite Filter consistently 
proves that it takes out more nicotine and tars 
than any other filter cigarette, old or new. 


And yet, with all its superior protection, KENT’s - KE NT 
Micronite Filter lets smokers enjoy the full, satisfy- CIGARETTES 


ing flavor of fine, mellow tobaccos. Ce 
For these reasons, Doctor, shouldn’t KENT be the ’ } 
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HEART BEATS 


MHA TO SPEND $96,000 ON 
HEART RESEARCH 


(Continued from Page 952) 


recently with the announcement by Frank Van 
Schoick, M.D., Jackson, President of the Michigan 
Heart Association that the Association has award- 
ed more than $96,000.00 to seventeen heart re- 
search projects to be conducted in ‘Michigan dur- 
ing the next twelve months. This is the sixth year 
that research grants have been made by the Asso- 
ciation from funds it receives from “United” 
fund-raising campaigns in many Michigan com- 
munities. 


“These research awards bring to nearly $500,000.00 
the total that the Association has provided for this pur- 
pose in Michigan in the six years since it became a vol- 
untary health agency,” said Dr. Van Schoick. ‘“How- 
ever, despite remarkable advances which have been made 
in treating heart diseases during recent decades, we are 
still a long way from knowing how to prevent or control 
America’s leading cause of death. A vastly greater re- 
search effort is needed. This is a challenge not only to 
the medical profession and the research scientists but to 
the public, the ultimate beneficiary, from whom support 
for this work must eventually come.” 


In addition, two awards totaling $13,450.00 
have been made to research investigators in Michi- 
gan under the national research support program 
of the American Heart Association. This brings to 
$109,630.00 the total which will be spent in Michi- 
gan to underwrite an intensive scientific attack on 
diseases of the heart and circulatory system. The 
American Heart Association is financially support- 
ing 169 awards totaling more than $953,000.00 
during the next fiscal year. 

Of the research funds allocated by the Michigan 
Heart Association, $24,350.00 have been awarded 
from the Association’s Memorial Fund. This Fund 
was established at the request of many persons who 
have wanted an opportunity to provide a “living 
memorial” to the memory of a friend, relative or 
associate who has been afflicted with heart disease. 
Dr. Van Schoick pointed out that memorial con- 
tributions are used exclusively for heart research 
studies. 

The Michigan Heart Association has also al- 
lowed six researchers to retain a total of $5,634.76 
from grants made in previous years in order that 
they may complete their research studies. 

Much of the research to be undertaken under 
the state and national grants is of a fundamental, 
long-range character, seeking to clarify many little 
understood biological mechanisms which have a 
bearing on the way the heart and blood vessels 
function in health and disease. Some projects are 
concerned with the chemical, metabolic and elec- 
trical processes involved in heart muscle contrac- 
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tion—the pumping action through which the body 
is supplied with blood. Other projects will explore 
such subjects as the nature of blood clotting, the 
role of various glands in maintaining or raising 
blood pressure, and the ways the kidneys function 
(damage to the kidneys is often associated with 
cardiovascular diseases) . 


Several other studies supported by the new 
awards concern rheumatic fever. New diagnostic 
techniques and the evaluation of new drugs are 
the subject of other projects. Further testing will 
be given a mechanical heart and an artificial kid- 
ney as possible aids to research and surgery with- 
in the heart. Also in the field of surgery are proj- 
ects to evaluate the long-term results of heart op- 
erations and to study the effects upon the heart 
and blood vessels of refrigeration techniques used 
to slow down bodily processes while surgery is 
carried out. 


Michigan Heart Association grants have been 
made to the projects named in the accompanying 
list. 


Michigan researchers who are retaining funds 
from previous grants are: N. L. Avery, M.D., 
Blodgett Memorial Hospital, Grand Rapids; E. H. 
Drake, M.D., Henry Ford Hospital, Detroit; F. D. 
Rights, Ph.D., Wayne University, Detroit; J. L. 
Blodgett, M.D., Grace Hospital, Detroit; and 
R. A. Gerisch, M.D., Harper Hospital, Detroit. 





SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Appreved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 
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Tab fimtab. for faster drug absorption 


H. 
rt Now, there’s no delayed action from an enteric coating. The 
new tissue-thin F2lmtab eoating (marketed only by Abbott) . 
starts to disintegrate within 30 seconds after your patient 


swallows it—makes the antibiotic available for immediate 





absorption. 
- filmtab 7 
(EW ab... for earlier blood levels 
ill , ; ‘ 
; Because of the swift absorption, your patient gets high 
chly blood levels of ERYTHROCIN (Erythromycin Stearate, 
“om Abbott) in less than 2 hours—instead of 4-6 hours as before. 
Peak concentration is reached within 4 hours, with signifi- 
cant concentrations lasting for 8 hours. 
pp f | x , 
we | AEB T''Mtab |. for your patients 
— It’s easy on them. Compared with most other widely-used 
antibiotics, F2lmtab ERYTHROCIN is less likely to alter normal 
intestinal flora. Prescribe Filmtab ERYTHROCIN for all sus- 
E ceptible coccic infections—especially when the organism 
IDG is resistant to other antibiotics. Bottles 
of 25 and 100 (100 and 200 mg.). QOUbGott 
at 


*TM for Abbott's film sealed tablets, pat. applied for 


AMA Washington Letter 
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THE MONTH IN WASHINGTON 


While Congress didn’t enact all the health bills 
President Eisenhower’s administration wanted to 
put through, it did mark up an imposing record 
of accomplishment. In fact it passed more health 
and medical legislation than any Congress in many, 
many years. The AMA actively supported most of 
the bills finally enacted, and opposed none of 
them. 


Four important new laws were written into the 
statutes before the session ended—expansion of the 
Hill-Burton hospital construction program, expan- 
sion of the vocational rehabilitation program, 
amendment of the income tax law to allow more 
liberal deductions for medical expenses, and 
transfer of the responsibility for health of the 
Indians to U. S. Public Health Service. 


For years a group of state health officers have 
been working to bring about the transfer of Indian 
hospital and medical service from the Indian 
Bureau in the Department of the Interior to 
Public Health Service in ‘what is now the Depart- 
ment of Health, Education, and Welfare. The 
health officers could show beyond any question 


that the Indians were receiving far less medical care 
than the rest of the population. They maintained 
that if the Public Health Service were made re- 
sponsible for the Indians’ health, there would be 
a rapid change for the better on the reservations. 


What might be called governmental inertia 
succeeded in holding up the legislation for a time, 
but this Congress decided to make a shift. Public 
Health Service, which will take over on the reser- 
vations next July 1, already has plans under way 
to insure the Indians more and better medical care. 

The demands for a more dynamic vocational 
rehabilitation program have been building up out- 
side the federal government as well as in Washing- 
ton. The problem facing this administration was 
to get more people rehabilitated but at the same 
time to induce the states to take a more active 
part in the work. The law now enacted promises 
to do this. It authorizes gradual increases in the 
federal appropriations, but at the same time is 
aimed at bringing the states up to the position of 
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full financial partners by the end of five years. 
The goal is to rehabilitate at least 200,000 persons 
annually, in place of the present 60,000. 


If local communities are willing to raise from 
one-third to one-half of the cost, the new Hill- 
Burton program should result in the construction, 
within three years, of possibly a half billion dollars 
in new facilities—rehabilitation centers, diagnostic- 
treatment clinics, chronic disease hospitals, and 
nursing homes. (This program was discussed in 
detail last month in this space.) The new con- 
struction will be in addition to the continuing Hill- 
Burton grants for complete hospitals. 


On the medical cost deduction question, too, 
economists long have felt that families with un- 
usually large medical expenses should be given 
more liberal tax deductions. The new law will 
allow them to deduct medical expenses in excess 
of three per cent of taxable income. Under the 
old law the figure was five per cent. A $3,000- 
income family with $150 in medical expenses under 
the old law could deduct nothing, but under the 
new law $60. The Treasury estimates that the 
total saving to families will be $30 million. 


The general public probably read and heard 
more about the one bill that was defeated—re- 
insurance—than it did about all the health and 
medical legislation that passed. That defeat (in 
the House) was a surprise and a disappointment to 
the President.: His advisors might have told him 
that all was not well, but obviously they did not. 


. Opposition was not confined to the AMA. Also 


lined up against it were most of the health insur- 
ance companies, the U. S. Chamber of Commerce 
and a number of other professional groups. The 
labor unions would accept it, but wouldn’t work 
to get it. Most significant of all, it had lukewarm 
support at best from the lawmakers who know most 
about it, the Senate and House committees that 
conducted the hearings. 





Squamous-cell carcinoma in lymph nodes is more 
resistant to irradiation, as a rule, than the primary site. 
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controlled no practicing physician need deny himself its 
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Blue Shield-Blue Cross Non-Group Enrollment 


Michigan Blue Cross-Blue Shield is holding its 
fourth state-wide non-group enrollment campaign 
during the first two weeks in October. 


For that period (October 3-16), and for that 
period only, enrollment under the non-group pro- 
gram will be open to any resident under sixty-five. 
Only condition is that married persons must enroll 
spouse and unmarried children under nineteen 
years of age. The spouse, however, can be over 
sixty-five. 


Through this special program, Blue Cross-Blue 
Shield is able to extend an opportunity for cover- 
age to the tens of thousands of Michigan people 
who cannot join through regular employe, farm 
or professional groups. 


Naturally, it is not possible in a non-group, 
individual enrollment program to offer all the 
advantages of comprehensive group coverage. 
However, because there is this limited enrollment 
period, Blue Cross-Blue Shield is able to offer a 
good many of the broad benefits of group coverage. 


Again this year, as in the past, Michigan doctors 
hold the keys to the success of this enrollment 
campaign, Dr. Robert L. Novy, president of 
Michigan Medical Service, declared in a special 
statement. 


“The suecess of the non-group program lies largely 
in the hands of the doctors of Michigan,’ Dr. Novy 
said. 


“The campaign will get wide publicity and will be 
backed with advertising, of course. But we have found 
in the past that enrollment really hinges on the co- 
operation of the physicians. In the areas where the 
doctors were most active in backing the drive, enrollment 
was markedly higher. 


“In all three of the previous non-group enrollment 
campaigns, the physicians have played a big part,” Dr. 
Novy continued. “The bulk of inquiries came from cards 
obtained at doctors’ offices or hospitals. That is why 
I’m stressing the key role all Michigan physicians play 
in non-group enrollment.” 


He pointed out, for example, that if every 
physician in the state obtained only ten non-group 
applicants, almost 100,000 people, including de- 
pendents, would be added to Blue Cross-Blue 
Shield membership this fall. 


Enrollment under the program is completed 
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entirely by mail. No physical examination or 
health statement is required. 

Even chronic and pre-existing conditions will 
be covered after the contract has been in effect 
six months. Only other waiting periods are nine 
months for maternity benefits and six months in 
the case of removal of children’s tonsils and 
adenoids. 

All other conditions are covered right from the 
date the contract becomes effective. 

Those who wish to enroll merely fill out and 
mail the special “inquiry” card available in 
doctors’ offices, hospitals and in the form of a 
coupon in newspaper advertisements. 

Blue Cross-Blue Shield then returns an applica- 
tion card and complete instructions together with 
a folder explaining the rates and benefits in detail. 

To be eligible, the “inquiry” card must be post- 
marked no later than October 16, deadline for the 
enrollment period. 

All doctors have received a small initial supply 
of “inquiry” cards, together with a convenient 
order blank card which they should mail in 
promptly to obtain all the additional cards they 


may need. 





HIGHLIGHTS OF MIDSUMMER SESSION 
OF THE COUNCIL 
(Continued from Page 944) 


Executives Conference (Michigan, Ohio, 
Indiana, Wisconsin, Illinois and Kentucky) 
would hold its 1954 meeting in East Lansing, 
Michigan, on November 20. 


@ The Council adopted a motion recognizing the 
trends in the supervised training of practical 
nurses and their valued services to the public, 
urging that the extension of such training pro- 
grams be encouraged. 


“MEDIC” SERIES BROADCAST 


The first program of the “MEDIC” series spon- 
sored by the Dow Chemical Company of Midland, 
Michigan, with full endorsement and supervision 
of program by the Los Angeles County Medical 
Association was broadcast on September 13, 1954. 
You are urged to watch this program on Monday 
evenings over NBC-TV, 9:00 p.m. EST. Each 
case tells the story of treatment of a patient by a 
doctor. 
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VERILOD 


A POTENT, NOTABLY SAFE 
HYPOTENSIVE 


Veriloid, the alkavervir extract of the hypotensive princi- 


ples fractionated from Veratrum viride, presents these 
desirable properties in the management of hypertension. 


@ Uniform potency and constant phar- 
macologic action assured by biologic 


assay .. 


® Blood pressure lowered by centrally 
mediated action; no ganglionic or 
adrenergic blocking, therefore virtu- 
ally no risk of postural hypotension. . 


® Cardiac output not reduced; no tachy- 


cardia. . 


® Cerebral blood flow not decreased.. 


® Renal function unaffected . . 


© 
&) TABLETS VERILOID 


Supplied in 2 mg. and 3 mg. slow- 
dissolving scored tablets, in bot- 
tles of 100. Initial daily dosage, 
8 or 9 mg., given in divided doses, 
not less than 4 hours apart, pref- 
erably after meals. 
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® Tolerance or idiosyncrasy rarely de- 
velops; hence Veriloid is well suited to 


long-term use in severe hypertension. . 


® Notably safe ...no dangerous toxic 
effects...no deaths attributed to 
Veriloid have been reported in over 
five years of broad use in literally 
hundreds of thousands of patients . . 


® Side actions of sialorrhea, substernal 


burning, nausea and vomiting (due to 


overdosage) are readily overcome 


SOLUTION 
INTRAVENOUS 


For prompt reduction of critically 
elevated blood pressure in hyper- 
tensive emergencies. Extent of 
reduction is directly within the 
physician’s control. In boxes of 
six 5 cc. ampuls with complete 
instructions. 
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LABORATORIES, INC. 


Medical Society 


and avoided by dosage adjustment. 


SOLUTION 
INTRAMUSCULAR 


For maintenance of reduced blood 
pressure in critical instances, and 
for primary use in less urgent 
situations. Single dose reaches 
maximum hypotensive effect in 
60 to 90 minutes, lasts 3 to 6 
hours. Boxes of six 2 cc. ampuls 
with complete instructions. 





Los Angeles 48, California 
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PR REPORT 


THE OBSOLETE CORONER SYSTEM is out 
the window in St. Joseph County, and gitizens 
there will now be protected by a modern and 
efficient Medical Examiner System, chiefly because 
the St. Joseph County Medical Society recognized 
a community need—then, did something about it. 


Establishment of the Medical Examiner System 
was approved by voters of the county in the 
August 3 primary elections. Leading up to the 
election was a three-month educational campaign 
which reached its peak only a few days before the 
primaries in an intensive series of newspaper ad- 
vertisements and radio spot announcements. 

The county society, however, began its activities 
10 months in advance. Early last fall, well before 
the new Medical Examiner Act became effective 
on January 1, 1954, leaders of the St. Joseph 
County Medical Society began laying the ground- 
work, gathering facts and making initial contacts. 
First to be consulted was MSMS, whose PR 
Department produced materials and information 
requested by the county society. 


IN EARLY MAY, four members of the County 
Medical Society appeared before the St. Joseph 
County Board of Supervisors to explain the im- 
portance of the Medical Examiner System and the 
inadequacies of the age-old Coroner System. The 
Board of Supervisors promptly and unanimously 
adopted a resolution placing the proposal on the 
August 3 ballot. 


Immediately thereafter—aided by additional 
factual matter supplied by MSMS—the County 
Medical Society set up a speakers’ bureau, en- 
listed the aid of other community groups, and 
began the public educational effort. In the final 
days before the primary election organized 
opposition appeared, but the medical society 
stepped up its activities and the measure was 
approved by a comfortable margin of votes. 


The Medical Examiner Bill, strongly supported 
by MSMS, was passed by the 1953 Legislature. 
It allows any county in Michigan to adopt the 
modern system, upon a vote of the people in the 
county. The proposal may be placed on the ballot 
either by action of the Board of Supervisors or 
by petition. 

County medical societies interested in seeing 
their communities take advantage of the benefits 
and protection of the Medical Examiner System 
can accept the “case history” in St. Joseph County 
as proof that it can be done. Meanwhile, as is 
the case in any worthy PR project, MSMS will 
stand ready to help on request. 
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THE BEAUMONT MEMORIAL DEDICA. 
TION is now history. A quick recapitulation 
indicates that no single project of MSMS—and 
probably of any other state medical society—has 
ever received such widespread public notice. 


Newspaper and magazine lineage on the dedica- 
tion was tremendous, with much more to come 
on the Beaumont Memorial itself in the future. 
“On-the-spot” coverage was undertaken by news- 
papers ranging from the Mackinac Island Town 
Crier to the New York Times, the latter carrying 
an eye-witness story by a top reporter which ran 
longer than some Michigan accounts. It is be- 
lieved that every newspaper in Michigan—both 
daily and weekly—carried at least one story on 
the Beaumont Memorial Dedication, and most of 
the dailies carried several, plus editorial comment. 


SPECIAL FEATURE STORIES were sent out 
in advance of the dedication by the Associated 
Press, NEA syndicate, and other news services, 
reaching almost every daily newspaper in the 
United States and Canada. The two largest 
French language newspapers in North America, 
published in Montreal (and which rival in circula- 
tion many of the well-known newspapers of 
France), devoted several columns in Sunday 
editions to the Dr. Beaumont-St. Martin story and 
the new Memorial. The MSMS PR Department 
supplied on request special materials and photos 
to a great many publications outside of Michigan. 
including The Toledo Blade, Milwaukee Journal, 
Cleveland Press, Journal of the AMA, New 
England Journal of Medicine, Canadian Doctor 
and Military Surgeon. 


Two radio stations made recordings of the cere- 
monies and re-broadcast the principal addresses: 
in addition to on-the-scene interviews. 


In spite of the remote Mackinac Island setting, 


' television coverage of the dedication was at a 


maximum, thanks to the co-operation and interest 
of the University of Michigan. Every TV station 
in Michigan carried one or more of the five news 
films dealing with the Beaumont Memorial 
dedication produced by the University, with 
MSMS co-operation. These included: (1) Three- 
minute kinescoped interview with Emil Lorch, 
Beaumont Memorial architect, the week before 
the dedication (seven TV stations) ; (2) two ad- 
vance news films shot on Mackinac Island and 
rushed to the mainland (seven stations) ; (3) 
special news films of the actual ceremonies (six 
stations) ; (4) 15-minute “Michigan Report” film 
(Cortinued on Page 1061) 
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When fed as suggested, Baker’s Modified 
Milk supplies 3.7 grams of protein per 
kilogram of body weight per day. 
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Editorial Opinion 


THE BEAUMONT MEMORIAL 


Michigan doctors can be proud of a recent 
memorial which they have established to a famous 
army surgeon. They contributed over $50,000 to 
establish this memorial to William Beaumont, the 
Army doctor who rendered great and lasting serv- 
ice to medicine. On July 17, the William Beaumont 
Memorial was dedicated at Mackinac Island, 
Michigan. The building so dedicated is an 
authentic reconstruction of the American Fur Com- 
pany store; it is built on the actual foundation of 
that store. In that original building, located ad- 
jacent to Fort Michilimackinac, Alexis St. Martin, 
an eighteen-year-old French Canadian, was gravely 
wounded by accidental shooting. That was on 
June 6, 1822. Nearby at the fort was Doctor 
William Beaumont who answered the call for help. 
In that day before general anesthetics, antiseptic, 
and aseptic surgery, the doctor decided to operate 
on his patient. A life was saved; however, a per- 
manent opening into the abdomen resulted. The 
wise. surgeon answered the knock of opportunity 


at his door. This permanent opening into the 
stomach gave Beaumont a chance to study the 
gastric juice. Beaumont had never gone to medical 
school, although he had worked under a perceptor 
in medicine which was not uncommon practice in 
those days. Now he faced the need for laboratory 
tests, so with his crude laboratory equipment he 
went to work. For years, he followed an un- 
predictable and elusive patient. This was at the 
doctor’s expense and inconvenience, for Alexis St. 
Martin was not an easy one to handle. The work 
that this persistent doctor did was monumental; 
he contributed lasting knowledge to medicine. 


We are all grateful to the Michigan doctors for 
establishing this memorial.—The Military Surgeon, 
August, 1954. 





Doctor: Discuss your bill with Blue Shield 
subscribers before rendering service. 
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Respiratory Failure 
in the Newborn 


By James L. Wilson, M.D. 
Ann Arbor, Michigan 


I HAVE been asked to be practical in this article. 

It would be easier for me to be so if I felt 
that there was a simple, clearcut program of 
treatment which was effective in asphyxia of the 
newborn. I do not have any such program that I 
can offer. Actually, there has been very little 
progress in practical means of resuscitation of the 
newborn in the last decade or so, even though we 
have learned a lot more about the reasons for 
respiratory failure. 

Clearly enough, the causes of respiratory failure 
must lie in the brain, in the lung itself, or in the 
thoracic cage. In the brain there may be damage 
from oxygen lack, of (and let us not forget it) 
CO, excess, or glucose lack, and any of these may 
result from hemorrhage or edema. ‘Treatment 
must of course be directed towards overcoming 
these lacks. In the lung there must be vigorous 
expansion to bring about normal gaseous ex- 
change, but the faults in the lung itself in full 
term infants is restricted to obstruction of the 
bronchial tree from aspiration, amniotic fluid, or 
from serum transudate. The defects in the 
thoracic cage, except in weak premature babies 
or in those with paralysis, which are rare causes 
of respiratory failure at this age, must be second- 
ary to inadequate action of the brain. Treatment, 
therefore, must be directed towards overcoming 
these disturbances in physiology—a defective brain 
func:ion or fluid matter in the air passages. 
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Both atelectasis and this new mysterious, rather 
vague concept of hyaline membranes are second- 
ary effects. Atelectasis is surely the result, not 
the cause, of respiratory failure and the “hyaline 
membrane disease,” if there is such a disease, is in 
my opinion (although this is controversial) also 
a secondary effect brought about by dyspnea in 
the presence of an exudate in the air passages. 
This last is particularly common in premature 
infants, resulting, in my opinion, from some dis- 
turbance in the autonomic nervous system or in 
circulation which increases serum. : 


Now what can we do? 


1. We can administer gases, oxygen obviously. 
This will help only if there is some respiratory 
action. Oxygen obviously does no good when 
there is no respiratory action. Even when there 
is some, but inadequate, respiration, the adminis- 
tration of high oxygen atmospheres can only sup- 
ply oxygen but it does not improve the excretion 
of CO., and the deleterious effect of the CO, 
retention or of acid products of respiratory failure 
have been under-emphasized. It has been shown 
that excessive retention of CO, depresses rather 
than stimulates respiration. 


2. We must clear the air passages as best we 
can. 


3. Next, we can use artificial respiration, and 
this would be certainly the most logical and 
effective way to treat respiratory failure. 


We shall discuss each of these in a little more 
detail. The administration of oxygen is simple and 
clear enough. A time honored custom, and I 
think honored by nothing but time, is the addition 
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of CO,. It is sometimes true that in severe 
anoxia, actual CO, levels in infants may be low. 
However, since the respiratory stimulus is due, 
not only to CO, but to hydrogen ion concentra- 
tion, and since this is very high in asphyxia, it 
seems illogical to administer CO,. There is no 
clinical evidence that I have ever discovered that 
the use of CO, in addition to oxygen is in fact 
advantageous and I would just as soon use 
straight oxygen. Oxygen is administered in 
all kinds of ways, but many techniques are 
very inefficient. A very simple apparatus is the 
most effective way for a newborn baby; a little 
tent of folded cellophane around the head makes 
a relatively air-tight compartment into which a 
flow of oxygen of 2 or 3 liters a minute can give 
a very high concentration of oxygen without 
allowing CO, to collect. A more elaborate appara- 
tus is not more effective. Oxygen administered by a 
funnel is useless when held an inch or more from 
the baby’s nose as the expiration just blows away 
any small accumulation of oxygen before inspira- 
tion occurs, but this equipment is seen still in 
many hospitals and is used quite contentedly. 

The second problem is that of clearing the 
infant’s air tract. Simple drainage is obviously 
useful with the addition of gentle suction of the 
upper respiratory tract. A point at issue is 
whether, or how often, the larynx should be 
catheterized and the trachea aspirated. It is clear 
that no baby is born without his air passages 
being filled with amniotic fluid. The first extra- 
uterine breath must, of necessity, distribute this 
fluid throughout the lungs, so some degree of 
aspiration is inevitable. We can do a lot of harm 
by too vigorous attempts to aspirate the trachea, 
but if it can be done gently and not as a routine, 
it is valuable. 

Effective artificial respiration would be most 


logical to use in asphyxia of the newborn. How, 


can we accomplish it? So far, no completely 
satisfactory way has been invented and I must 
emphasize at the beginning that any technique of 
artificial respiration that is effective, that is power- 
ful enough to expand an infant’s lungs with their 
original atelectasis which resists expansion more 
than at any other time, is also likely to cause 
lung damage such as rupture of alveoli and 
hemorrhage. This is the price I think we have to 
pay for adequate artificial respiration. In fact, 
the baby may at times bring this damage about 
by his own respiratory efforts. 
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Apparatus for Artificial Respiration 


Years ago, we tried a Drinker respirator {for 
resuscitation of the newborn, and this seemed 
then most logical. It does not work, however. 
One of the reasons it does not work is that the 
machine has to run rhythmically and the baby will 
not fit himself to a rhythmical cycle. A completely 
apneic baby in a Drinker respirator sometimes 
can be submitted to effective pulmonary ventila- 
tion, but such circumstances are not common. 
Positive pressure, alternately applied over the 
mouth, with various types of respiratory apparatus 
such as used in anesthesia, is effective and logical. 
It carries with it, of course, the risk of alveolar 
rupture but with well regulated apparatus, some 
good may be accomplished. Again, we run into 
the circumstance, however, that somehow or other 
the air passages do not seem to be easily expanded 
and rather high degrees of pressure are necessary 
to overcome the stickiness of the coherent, wet, 
lungs in their original atelectatic state and it is 
quite easy to cause damage on the one hand by 
too great pressure, or ineffective efforts by too 
little. | Mouth to mouth insufflation has been 
carried on for many years and simple apparatus 
can be devised that at least protects the baby 
from infection, and with various types of “traps” 
to prevent excessive pressure. A lot can be done 
in developing apparatus for this purpose, but 
rhythmically applied machines such as the Drinker 
Respirator in which a baby is left, abandoned as 
it were, to the treatment of this mechanical 
device has. not yet been successfully carried out 
with any consistency. I hope someone will devise 
better respiratory mechanisms which can be ap- 
plied by a physician as he sees fit with the rhythm 
controlled by his observations. 

The use of other types of apparatus might be 
mentioned in passing. “Mistified” air, if that is 
a good term, has been quite popular lately. That 
is, air supersaturated and with water droplets, 
as a fog. I have found little clinical evidence that 
this is effective, and little in theory either that it 
should be effective, but it is something to do, and 
at the moment it has become highly popular in 
the treatment of so-called “membrane disease” 
which I do not think is an entity, as I have said. 

A rocking bed has been devised for the newborn 
infant but from what we know of its effectiveness 
in poliomyelitis and of the degree of pressure 

(Continued on Page 993) 


JMSMS 





tor for 
seemed 
owever, 
hat the 
aby will 
npletely 
netimes 
ventila- 
ymmon. 
rer the 
paratus 
logical. 
alveolar 
S, some 
un into 
yr other 
panded 
scessary 
it, wet, 
nd it is 
and by 
by too 
is been 
paratus 
ie baby 
“traps” 
xe done 
se, but 
Drinker 
oned as 
‘hanical 
ied out 
1 devise 
be ap- 
rhythm 


ight be 
that is 
+, That 
roplets, 
ice that 
that it 
do, and 
ular in 
disease” 
ve said. 
ewborn 
tiveness 


yressure 


JMSMS 


ANEMIAS OF INFANCY AND CHILDHOOD—ZUELZER 


Management of the Anemias 
of Infancy and Childhood 


By Wolf W. Zuelzer, M.D. 
Detroit, Michigan 


HE MAINTENANCE of a “normal” con- 
centration of hemoglobin and red corpuscles 
in the circulating blood reflects the dynamic 
equilibrium between the formation and release of 
erythrocytes from the bone marrow and _ their 
destruction or loss by physiologic processes. 
Anemia is a symptomatic state in which this 
equilibrium is disturbed either by inadequate 
production of hemoglobin-carrying cells or by 
exaggerated destruction or loss of such cells or 
by a combination of these factors. 

The causes of such disturbances are numerous. 
The physician treating anemia on purely symp- 
tomatic or empirical grounds without taking into 
account causative factors and mechanisms will 
often achieve less than satisfactory results. <A 
diagnosis which includes consideration of these 
aspects is prerequisite for adequate therapy. This 
does not mean that one needs to carry around in 
one’s head or in one’s pocket an elaborate classifi- 
cation of the anemias. It does mean that a basic 
understanding of pathogenesis is required which 
will enable the physician to think clearly about 
the nature of a given case, perform the tests which 
will allow him to place it in certain large cate- 
gories and then apply treatment which often 
follows almost automatically once the correct 
diagnosis is made. 

The anemias of infancy and childhood are not 
basically different from those of later life. What 
is different is the patient himself, the growing 
organism whose needs differ from those of the 
stable adult individual. Above all, the causes and 
the incidence of the various types of anemia are 
likely to differ in different age groups. Broadly 
speaking, and realizing that in actual cases com- 
binations are not uncommon, it is useful to divide 
anemias into those of (a) underproduction and 
(b) excessive destruction or loss of red corpuscles 
and hemoglobin. 


Underproduction 


Anemia due to inadequate performance of the 
Marrow organ may be of two types. The number 
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of cells produced by the marrow may be in- 
adequate, but the cells are of normal or nearly 
normal size and hemoglobin content. The essential 
process is the reductions of all divisions among 
erythrocyte precursors. This group of anemias 
may be referred to as the hypoplastic-aplastic 
group. Among its main causes in early life are 
infections, especially chronic infections, renal in- 
sufficiency and malignant disease. There is also 
a rare congenital hypoplastic anemia, a poorly 
understood condition possibly related to congenital 
anomalies and endocrine disturbances. 

The diagnosis of this group of anemias is not 
always easy. Its essential feature is a negative 
one, namely a low reticulocyte count indicating 
the lack of regeneration in the face of increased 
demand. The erythrocytes are normochromic. 
The marrow usually shows erythroid hypoplasia. 
Characteristically the therapeutic trials with 
hematinics fail, and in fact all therapy is doomed 
to failure unless the underlying cause can be 
established and eradicated. In occasional in- 
stances of the congenital variety of hypoplastic 
anemia cortisone therapy is successful. If other 
causes can be eliminated, a trial with cortisone is 
justified in intractable hypoplastic anemia. The 
dosage should be fairly large initially (100-400 
mg. depending on the size of the patient) and 
may be gradually decreased after initial success 
until the necessary maintenance dosage has been 
established. Apart from this condition the therapy 
of the hypoplastic types of anemia is that of the 
underlying disease and of course transfusion when 
indicated by a dangerously low hemoglobin level. 
Frequent transfusions are not desirable because of 
the likelihood of transfusion hemosiderosis and 
the danger of incompatibility. 

The second and more common type of anemia 
due to inadequate marrow output is that of iron 
deficiency. Here the production of cells is not 
greatly affected, at least not at first and not in 
comparison with the reduction in hemoglobin in 
the individual erythrocytes. The causes of iron 
deficiency anemia in infants are still not clearly 
understood though dietary intake, low stores of 
iron in the body, the demands created by rapid 
growth are generally conceded to be important 
factors. It should not be forgotten that occasion- 
ally blood loss due to a surgical type of lesion in 
the intestinal tract is responsible. If so, it must 
of course be corrected. 

Iron deficiency anemia is the commonest anemia 
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of infancy and particularly of prematurity. It 
rarely if ever appears before 3-4 months of age 
and has its greatest incidence between 9-15 
months. It would seem to be almost entirely pre- 
ventable by adequate intake of iron but as yet 
no method of prophylaxis comparable to anti- 
scorbutic and antirachitic prophylaxis has found 
general acceptance. 

The diagnosis of iron deficiency is simple and 
rests on the demonstration, by means of hemo- 
globin determination, red cell count and ade- 
quately prepared stained films, that the erythro- 
cytes are hypochromic and microcytic. Once this 
fact is established, a favorable response to iron 
may be expected. Iron may be given in various 
forms. Ferrous sulfate is the most widely used 
type of oral iron. There is ample reason to think 
that phosphates in milk interfere with absorption 
of iron in the upper intestine though if enough 
is given, iron is effective even in this vehicle. 
Generally administration between meals or in a 
vehicle such as orange juice is desirable. The 
initial dosage should be low because of occasional 
undesirable reactions, but may be quickly in- 
creased to provide at least 50 mgs. of metallic 
iron. The response is gradual and the restoration 
of an adequate blood count may take 6 weeks or 
more, depending on the initial level. Iron should 
be continued for several months to provide 
additional storage iron after the immediate needs 
of the body for hemoglobin production have been 
satisfied. Rarely, if ever, is there any need for 
intravenous iron. The more expensive prepara- 
tions, which contain such metals as molybdenum or 
cobalt, are as yet entirely lacking in proven 
superiority over simple iron salts. Copper seems 
to be essential and may be lacking in some human 
hypochromic anemia but rarely needs to be given 
as a separate medication since ordinary iron salts 


contain adequate amounts of copper as con-— 


taminants. Needless to say, the iron-deficient 
infant should be given a complete diet, and in- 
fections should be eradicated. 

Transfusions may be required in iron deficiency 
anemia but probably far less often than actually 
administered. The chief indications for transfusions 
are: (1) a dangerously low level of hemoglobin, 
(2) complications such as serious infections or 
bleeding. 

The only anemia superficially resembling iron 
deficiency is Mediterranean (Cooley’s) anemia. 
This condition is due to an inherited gene which 
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in double dose causes a severe anemia usually 
fatal before puberty, in single dose a mild anemia 
or only minor morphologic aberrations of the 
erythrocytes without clinical significance. Medi- 
terranean anemia is characterized by a severely 
hypochromic type of erythrocyte, apparently due 
to some quantitative or qualitative failure in 
hemoglobin synthesis. The diagnosis is not as a 
rule difficult. Iron is without benefit if not contra- 
indicated. In cases with marked splenomegaly 
and anemia a carefully planned splenectomy is 
often of temporary and symptomatic benefit. 
Otherwise at present judiciously spaced trans- 
fusions are all that can be offered those patients. 
The minor (trait) form usually requires no 
therapy of any kind. 


The only other deficiency anemia of clinical 
importance is megaloblastic anemia of infancy, a 
condition usually due to transient folic acid 
deficiency, perhaps in rare instances to deficiency 
in extrinsic factor (vitamin B,,). The condition 
was common in certain parts of the country 
during the war years and paralleled somewhat the 
incidence of scurvy, evidently because the utiliza- 
tion of folic acid is impaired by lack of ascorbic 
acid. Megaloblastic anemia is now found chiefly 
in infants with prolonged, diarrhea or other in- 
fections which appear to raise the body’s require- 
ments for folic acid. The diagnosis rests on 
marrow morphology but may be suspected in the 
presence of macrocytosis, leukopenia and thrombo- 
penia in the peripheral blood. The therapy con- 
sists in administration of folic acid which may be 
given by mouth in dosages of 10 to 20 mgs. per 
day, or injected if the patient is vomiting. A 
single course of five to seven days is adequate. 
Transfusion may be needed in more severe casés 
and in the presence of complications. 


Exaggerated Destruction of Erythrocytes 


The exact mechanisms by which red corpuscles 
are eliminated are not well understood to this 
day but it is known that the life span of these cells 
is between 100 and 120 days. The survival of 
erythrocytes may be shortened to a variable degree 
either because the cells are intrinsically defective 
as in the various inherited hemolytic anemias, OF 
because of environmental factors acting unfavor- 
ably on cells of originally normal structure as in 
the various acquired types of hemolytic anemia. 
A combination of both conditions may occur and 
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create serious diagnostic and therapeutic prob- 
lems. 


Unless complicating processes interfere with 
marrow function (aplastic hemolytic 
anemias are characterized by elevation of the 
reticulocyte count indicating a compensatory in- 
crease in production of new red cells by the 
marrow. Urobilinogen excretion is increased and, 
given a sufficient rate of breakdown of hemo- 
globin, the serum bilirubin will be elevated. In 
fulminating hemolytic anemias with intravascular 
destruction of red cells, hemoglobinemia and hemo- 
globinuria may be found. 


crises) 


The diagnosis of the inherited erythrocyte de- 
fects is not as a rule difficult because of the 
characteristic shape anomalies of the red cells. In 
congenital hemolytic icterus (congenital sphero- 
cytosis) the erythrocytes are misshapen, more or 
less thick, spherical and therefore form rouleaux 
poorly and have an increased osmotic fragility. 
Usually other members of the family can be 
shown to have the same condition which appears 
to be inherited as a simple mendelian dominant. 
The degree of the disturbance is highly variable 
and many individuals reach old age without 
difficulties. The indications for therapy exist when 
a crisis has occurred, since such crises are apt to 
recur and each is potentially life-threatening. A 
degree of anemia sufficient to interfere with 
growth, cardiac function or general well being is 
likewise an indication. The treatment of choice is 
splenectomy which should be combined with a 
careful search for accessory spleens. When the 
diagnosis is correct, the operation is nearly always 
successful. 


Sickle-cell anemia is a disease due to a double 
dose of the sickling gene and found almost ex- 
clusively in the Negro race. The single dose of 
this gene produces a harmless condition known as 
the sickling trait. Both homozygotes and hetero- 
zygotes exhibit sickling in wet drops of blood. 
Sickle-cell anemia is a severe condition jeopard- 
izing life, and interfering with normal function 
and well being. Unfortunately no successful treat- 
ment has as yet been devised. Splenectomy in 
selected cases characterized by early onset of 
symptoms, marked severe 
anemia with crises seems to offer some benefits 
but is not curative and is not indicated in the 
majority of patients. 
supervision, transfusions in times of special stress, 


splenomegaly and 


General hygiene, close 
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and symptomatic relief are all that can be offered 
at present. 


The extracorpuscular hemolytic anemias con- 
stitute a large heterogeneous group of varied and 
often unknown etiology. One group has been 
greatly clarified in recent years with the introduc- 
tion of the Coombs test, namely the immune body 
type of hemolytic anemias. In the pediatric age 
group the commonest condition of this‘ type is 
Erythroblastosis Fetalis or hemolytic disease of 
the newborn. A full discussion of its management 
is beyond the scope of this review. The nature of 
the process is related to the passage of maternal 
antibodies active against a blood group factor in 
the fetal blood with resultant breakdown of 
erythrocytes in fetal and neonatal life It is 
generally agreed that exchange transfusion at an 
early stage with blood of a type identical to that 
of the mother is the best therapy. Special articles 
should be consulted with respect to the technique 
and the indications for exchange transfusion. 


Acquired hemolytic anemias associated with 
auto- and iso-antibodies actively produced by the 
patient are being recognized with increasing fre- 
quency in young children. The etiology of these 
cases is usually obscure. A malignant process may 
underly such hemolytic anemias but is rarely 
demonstrable in children. The condition is recog- 
nized by anemia with marked regeneration, sphero- 
cytosis and increased osmotic fragility and, above 
all, a positive direct and sometimes indirect Coombs 
test. The treatment of these patients offers a 
great challenge to the physician. Transfusions are 
often poorly tolerated and sometimes the cross- 
matching is a problem in itself due to the non- 
specific antibody in the patient’s own blood. The 
greatest care is indicated when it is necessary to 
transfuse such children. Also, the likelihood of 
repeated transfusion requires the best technique 
so that veins which may be needed at a crucial 
moment are not destroyed. 

At present, cortisone therapy seems to be the 
treatment of choice. The hemolytic process can 
often be controlled and the dosage may then be 
reduced gradually and eventually discontinued. 
Some patients recover permanently. Others remain 
Coombs-positive for many months and will relapse 
when cortisone has been reduced below a certain 
level but are likely to respond again to larger 
doses. The problem then becomes the long-term 

(Continued on Page 980) 
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ACCIDENT HAZARD TO CHILDHOOD—TOWSLEY 


How Can the Medical Pro- 
fession Reduce the Accident 
Hazard to Childhood? 


By Harry A. Towsley, M.D. 
Ann Arbor, Michigan 


ACH YEAR, in the United States, approxi- 
mately 14,000 children between the ages of 
through fourteen lose their lives from 

accidental causes. It has been stated that for 
every fatal accident there are between 90 and 
150° severe injuries and for each fatal accident 
four others receive injuries which cause permanent 
crippling damage. In Michigan, about 600 chil- 
dren from birth to fifteen years of age lose their 
lives annually from accidental causes,‘ which 
means that approximately 60,000 are severely in- 
jured annually, and that nearly 2,400 receive some 
kind of permanent damage each year as a result 
of accidents. 


one 


It takes little imagination to picture the pain, 
the sorrow or the mental anguish encountered by 
both parents and the children involved in any 
accident. Even less demand is made upon the 
imagination to realize the seriousness of the 
economic problems incurred, not only to parents, 
but to the community and State as well. 

In the past quarter of a century, medical science 
and the medical profession have, by the judicious 
use of immunization procedures and the early 
institution of specific therapy, been able to reduce 
the mortality, and greatly reduce the morbidity 
of nearly all the common contagious diseases to 
the point where these diseases are no longer a 
major cause of death in children. By so doing, 
those deaths resulting from accidental causes and 
the morbidity resulting from accidents have now 
become the major hazard to the lives of our 
children from the end of the neonatal period 
through the age of puberty. 

It would be wishful thinking to say that all 
accidents in this age group could be prevented, but 
we as physicians could exert a very great influence 
in reducing the frequency with which accidents 
happen. 


How could this be accomplished? It is doubtful 
whether anyone could provide all the answers 
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because of the peculiar nature in which accidents 
happen. There are, however, a few general prin- 
ciples which could prove very effective: 


1. Parent Education.—Fifty-five per cent of the 
children under five years of age who were killed 
by accidents in 1952 in Michigan,* died from 
accidents occurring in the home or its immediate 
surroundings. It is reasonable to believe that the 
majority of accidents don’t “just happen”—they 
are more than likely the result of neglect and 
carelessness. As physicians, we are familiar with 
the growth habits, and the curiosities of babies and 
small children, giving us the knowledge to discuss 
with parents the particular hazards common to 
various age groups and the precautions they should 
take to protect their children. For example, such 
discussions with parents would point out the im- 
portance of keeping out of reach of the creeping 
baby and the climbing toddler poisons, insecticides, 
kerosene, lye containing compounds and _ other 
caustics, and in particular acquaint them with the 
dangers that can occur from drug poisoning, 
giving instructions that all medicines which are 
kept in the house should be securely beyond the 
child’s reach. It is particularly important that all 
medicines be properly labeled, with those pre- 
scribed for the baby kept in a special location to 
assure against the likelihood of giving drugs pre- 
scribed for adults to the child. Drugs are one of 
the most common agents causing poisoning in 
children, particularly aspirin, barbiturates and 
antihistamines. We need to point out the dangers 
of falls from beds, high chairs, stairways, and other 
high places, which result in head injuries, leading 
to the development of subdural hematoma and 
subarachnoid hemorrhages. The frequency with 
which foreign bodies such as pop corn, peanuts, 
and beads are aspirated would indicate a very 
serious need for instructions to parents about 
keeping such items away from the baby and the 
child up to five or six years of age. In our 
instructions, we need to point out the various 
danger spots in each room of the home, par- 
ticularly the kitchen where hot grease and hot 
water can be pulled from the stove, and in the 
basement where washing machines and power 
tools are so frequently found which could cause 
injury to the small child. The hazards involved 
in leaving matches, firearms, sharp objects laying 
about in any room should be discussed with the 
parents. 
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It is of utmost importance, if we as physicians 
are going to help reduce the accident rate in 
children, to stress the importance of almost com- 
plete protection of the child through the first year 
or two of life. Then, as he begins to have reason- 
ing ability, the very important role of education 


can be started to enable him to avoid the 
possibility of accidents.* 

We shall need to teach many parents how to 
educate their children. The child will be very 
slow to learn of approaching danger if all he 
ever hears from the parent is a scream of “no,” 
“no,” “no,” or “don’t do that.” Such a negative 
approach, when he faces danger, teaches him little. 
A more positive approach, with words explaining 
his impending danger, will soon take on meaning 
if properly applied—such as “burn” when he 
touches something hot, or “hurt” when he con- 
tacts someth'ng sharp. The development of a 
vocabulary of meaningful words is especially im- 
portant to the growing child if he is going to 
learn to recognize danger and protect himself 
from it, through education. 


2. Public Education.—Offering our services to 
talk before Mothers’ Clubs, PTA groups, Farm 
Grange organizations, and other community or- 
ganizations, to discuss the problem of accident 
prevention in children, point out how accidents 
occur and ways in which they could be prevented, 
would be most helpful. ‘Members of the Michigan 
Branch of the American Academy of Pediatrics 
have made this service available to such organiza- 
tions in M’chigan. With the approval of the 
Council of the Michigan State Medical Society, 
members of the Academy would willingly discuss 
ways and means of accident prevention at the 
invitation of county or local medical groups. 

Distribution of pamphlets to parents to acquaint 
them in more detail wth the hazards which occur 
in their home, would be very helpful. Such 
pamphlets as those which are provided by the 
Metropolitan Life Insurance Company on accident 
prevention and particularly the one made avail- 
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able through the Detroit Society for the Prevention 
of Blindness? would be extremely valuable. 


3. Professional Investigation—It should by no 
means be inferred from the foregoing that all! the 
answers to accident prevention can be given. For 
this reason, it is particularly important that each 
physician treating patients who have encountered 
an accident should obtain a very careful history 
and try to determine all the factors involved in 
producing the accident. Such investigation may 
well lead to the prevention of other acc:dents, par- 
ticularly if such accidents are discussed before 
hospital staff meetings and local Medical Societies. 


4. Community Activities—By stimulating the 
development of local accident prevention studies 
with other interested c‘tizens, organizations and 
committees, determining the adequacy of local 
laws or ordinances which deal with accident pre- 
vention measures, we can help safeguard the 
citizens of our community and determine the needs 
for better safety. 


Summary 


It is very reasonable to believe that active 
participation by the medical profess‘on in parent 
education, public education, profess‘onal investiga- 
tion and community activities would very greatly 
reduce the frequency with which accidents occur 
to the children of our community. 
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GROWTH AND DEVELOPMENT OF CHILDREN—WATSON 


Growth and Development 
of Children 


By E. H. Watson, M.D. 
Ann Arbor, Hichigan 


thors PROGENY of homo sapiens has a “grow- 

ing up” period which is unique for its length. 
This period approaches two decades among the 
more highly civilized branches of the genus. 
Among primitive peoples, the time required to 


TABLE I. 


Many factors influence growth and development 
—some favorably, some unfavorably. Table I lists 
some of these and indicates their influence. 
Heredity is a major determinant of growth and 
development. Normally, it sets approximate body 
size and shape. Color of skin, hair and eyes are 
genetically determined as well as susceptibility to 
certain malignant diseases. We see a high cor- 
relation of height and weight among siblings even 
in the United States where the “melting pot” 
effect of mating persons of different national 
origins produces some unusual genetic combina- 


tions. It is common to see families in which the 


DETERMINANTS OF GROWTH AND DEVELOPMENT 








Favorable 


Unfavorable 





Heredity—Absence of"inheritable physical or mental 
abnormalities in’both parental lines. Predominance of 
= to excellent mental and physical status of ante- 
cedents. 


Heredity—Inheritable mental and physical defects com- 
mon in family lines. Rh incompatibility. Epilepsy, 
feeblemindedness, fibrocystic disease, etc. 





Prenatal—Healthy mother who is not anemic and who 
received optimum nutrition, and a proper balance of 
work, rest and mental tranquility. 


Prenatal—Unfavorable mental and emotional reaction 
of mother. ‘‘Spotting’’ or threatened abortion. Anemia, 
infections, especially virus infections in first trimester. 





Birth—Normal birth—neither too fast nor too slow. Free- 
dom from too much sedation and unwise iatrogenic 
troubles—such as “hurry up” or “‘hold back’? measures. 


Birth injury—Too long or too short labor—asphyxia 
intracranial hemorrhage. 





Nutrition—Adequate vitamin intake with vitamins D and 
C being provided as such, and continued until the ado- 
lescent growth spurt is finished. Adequate protein and 
calcium provision. 


Nutritional deficiency—Protein or vitamin deficiency in 
mother, or in the child postnatally. Iron deficiency. 





Endocrine—Normal function and balance of various en- 
docrine glands. 


Disease—lIllness of mother during prenatal period, or of 
the child postnatally such as meningitis, encephali- 
tis, poliomyelitis, chronic disease of lung, kidney and 
heart. 





Family life—Responsible, conscientious parents, abundant 
love, security and stimulation. A positive feeling on the 
part of the child that he is wanted, loved and cherished. 
Normal contacts with siblings and peers. 


Injury (other than birth injury) crippling trauma, by car, 
by near drowning or electric shock. Falls down un- 
guarded stairs—dirt and gravel cave-ins, etc. 





Character and moral training—a positive program initia- 
ted within the family, and fostered by the church, to 
emphasize truthfulness, honesty, responsibility and 
consideration. 


Emotional trauma—Unstable family, loss of one or both 
parents. Insecurity, sibling rivalry. 





Education—Access to a school system able to meet the 
child’s special needs. 





Inadequate schooling—Non-availability of adequate 
schools and teachers. Lack of special facilities for the 
exceptional child. 





achieve self-sufficiency is, of course, much less, but 
in any case the young of this division of animals, 
which likes to think of itself as the “highest,” 
require a comparatively long time to grow and 
develop. Each normal infant at birth has enor- 
mous potentialities for growth and development. 
Not all will be realized to the fullest. At the end 
of adolescence, he represents an enormous invest- 
ment on the part of parents and society, and it 
is hoped that he has developed “stature and 
wisdom” to the point of being able to meet 


successfully the problems of adulthood. 


From the Department of Pediatrics and Communicable 
Diseases, University of Michigan Medical School, Ann 
Arbor. 


976 


majority of members are tall (or short), erupt 
teeth early (or late), mature sexually early (or 
late), and so on. These familial tendencies for 


‘the most part are genetically determined. Juvenile 


diabetes mellitus is nearly always on a genetic 
basis, as are cystic fibrosis of pancreas, progressive 
muscular dystrophy, osteogenesis imperfecta, cer- 
tain instances of dwarfism and feeblemindedness. 
Literally scores of additional variations from 
normal growth and development are due to 
heredity. 


Intra-uterine environment of the developing 
embryo is perhaps more important than most 
realize. If, because of factors inherent in fertilized 
ovum or in the endometrium, the embryo is un- 


JMSMS 








ment 
I lists 
lence, 
1 and 
body 
‘S are 
ity to 
| cor- 
even 
pot” 
tional 
ibina- 


h the 


erupt 
ly (or 
es for 
ivenile 
renetic 
ressive 
4, cer- 
~dness. 
from 
ue to 


loping 

most 
tilized 
is un- 


IMSMS 





i 
t 





able to effect proper implantation the burgeoning 


new life will be jeopardized before it is fairly 
started. In this connection, the theory of “over- 
ripe ovum” is of interest. This theory suggests 
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cause of congenital anomalies. It would seem 
desirable to warn prospective mothers against 
conceiving too soon after a miscarriage or other 
interference with endocrine physiology lest the 
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Fig. 1. Cephalo-Caudal Law. This diagram is based on C. A. Aldrich’s develop- 
mental graph for the first year of life. It is meant to illustrate the cephalo-caudal 
law of neuromuscular control. All higher vertebrates acquires volitional control of 
muscle groups from the head to the tail ends of the body—hence the term cephalo- 
caudal. Thus, the child can move his eyes and smile a month or so before he can 
volitionally move his arms; the arm control precedes by two or three months the hip 
muscle control necessary for sitting up. Much later, the leg and feet muscles permit 
pulling up and finally the child walks. Even in utero, this definite advancement of 


the head end of the animal is seen. 


that an ovum may be fertilized too late for best 
results; that some degenerative changes short of 
death have already set in but the ovum is still 
viable but no longer capable of producing an 
entirely normal new individual. Thus, it is 
thought some congenital anomalies may come 
about. 

Following endometritis, recent abortion, or 
dilatation and curettage the endometrium may 
not afford a suitable site for implantation of the 
fertilized ovum and serious interference with the 
developing embryo and fetus may follow. Endo- 
crine disturbances may result in an endometrium 
poorly prepared for implantation or nourishment 
of the embryo and fetus. These unfavorable 
ivtra-uterine conditions are probably not less im- 
portant than infections or poor nutrition as a 
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ensuing child be maldeveloped. To the pedia- 
trician, it is also obvious that some of the heroic 
efforts to prevent miscarriages are not always wise. 
Many times each year, the writer sees a defective 
or feebleminded child whose mother gives the 
story of “spotting” during pregnancy and tells of 
the endocrine and other treatment needed to pro- 
tect the pregnancy. It is not always possible to 
agree unreservedly with the parents’ statement, “I 
guess we’re pretty lucky to have a baby at all.” 


Delivery and Neonatal Care 


The medical profession should and does pay 
well-deserved tribute to the general practitioners 
and obstetricians who deliver our annual crop of 
four million babies. In doing so, they lose approxi- 
mately one mother for every 2,000 living babies. 
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The reduction of maternal mortality over the past 
twenty years to nearly one-tenth its former rate 
is one of the almost unnoticed brilliant medical 
achievements. The babies of these mothers have 
not fared quite so well. Birth injury is still with 
us, although greatly reduced. There is one prac- 
tice which still prevails in far too many hospitals, 
if history given by parents is to be believed. This 
is the practice of “holding back” the baby which 
is about to be born. The reason for “holding 
back” is nearly always the same. The physician 
is not present at the time of birth, and practices 
which can be deadly to the fetus, or at least to 
its future chances of normal mental development, 
are used to prevent its entry into the world until 
the physician arrives in the delivery room. Use 
of deep anesthesia, holding back on the head and 
holding the mother’s legs together are all too 
frequent. A feebleminded or cerebral palsied 
child may result. Lesser degrees of anoxia at birth, 
brought about by delay in establishing respiration, 
may produce minimal cerebral damage, unrecog- 
nized until months or years have elapsed. Con- 
vuls:ve disorders and feeblemindedness or dull 
mentality could be explained in some children, if 
a good birth history were available. It is the 
writer’s opinion that many hospitals do not have 
completely recorded accounts of delivery and im- 
mediate neonatal course. The elapsed time between 
delivery and spontaneous respiration with good 
p:nk color is important. Even more so are details 
of crying, feeding, Moro reflex and, particularly, 
any attacks of cyanosis, convulsive movements or 
refusal or inability to suck and swallow. 


Nutrition 


Very few children in the United States have 
growth and development interfered with to a 
clinically recognizable degree because of unavail- 
ability of food. Where growth failure is clearly 
the result of poor nutrition, the underlying cause, 
such as cystic fibrosis of the pancreas (fibrocystic 
disease—mucoviscidosis) , renal disease, congenital 
heart disease, or celiac disease, is usually readily 
found. In two of these, absorption of nitrogen, 
iron, calcium and. phosphorus are interfered with 
—in the patient with kidney inadequacy a state 
of chronic acidosis results in skeletal demineraliza- 
tion and other metabolic disturbances. In general, 
cow’s milk fat is harder for the infant gastro- 
intestinal tract to handle than are protein and 
carbohydrate. It has become usual practice for 
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premature infants to be given formula feedings °a 
wh:ch the fat is reduced to about one-half that 
present in whole milk. Some term infants also 
seem to do better, i.e., have less colic, less spitting- 
up and a generally smoother course when the fat 
is reduced in the formula. This may be the 
reason that certain proprietary formulae are so 
widely used and thought by some mothers to be 
superior to whole milk preparations. Recently, 
skimmed evaporated milk has become available so 
that the physician can now prescribe an evaporated 
milk formuia with approximately half normal fat 
content, readily made by mixing evaporated milk 
and reconstituted skimmed evaporated milk, equal 
parts. 

Vitamin B,, is the most recent of the B Complex 
vitamins for which growth-stimulating properties 
have been demonstrated. It has been readily 
shown that bacteria and experimental animals fail 
to grow on diets lacking B,.. Its use in adults 
and children to treat primary anemias is also 
established. Wetzel* and associates have reported 
favorable responses to 10 micrograms of vitamin 
Biz given daily, orally, to school children who were 
growing very slowly. In a small group, he demon- 
strated increases of growth rate of 100 per cent 
or more over that expected: (from previous per- 
formance) during the treatment period. His 
evidence for vitamin B,. deficiency in this group 
is not stated, but by keeping all factors constant 
except intake of vitamin B,2., he was convinced 
that not only was growth accelerated but the 
children also. showed “increased physical vigor, 
alertness, better general behavior, and above all, a 
definite increase in appetite manifested by de- 
mands for second helpings.” 

Endocrine glands influence growth and develop- 
ment in many important ways. Definite syndromes 
associated with hyperfunction or hypofunction of 


. the principal endocrine glands are recognized. In 


order that the various hormones—pituitary, 
thyroid adrenal, and gonadal—may exert their 
growth-stimulating or tissue-differentiating actions, 
the tissues acted upon—bone, brain, skin, et cetera 
—must be capable of full response. Thus, growth 
retardation may be brought about by deficiency 
of pituitary growth hormone, or by the inability of 
the skeletal system to respond to growth hormone. 
Chronic disease of lung, kidneys or heart may 
render the body unable to respond in normal 
fashion to normal production of hormones. 
Dwarfism or giantism may result from under- 
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production or over-production of the growth hor- 
mone secreted by the acidophilic cells of the 
anterior pituitary. Androgens, which may be 
secreted in abnormal amounts or at abnormal 
(early) times by adrenal cortex or by the testicular 
interstitial cells can cause unusually rapid growth 
for a time, but do not cause giantism because 
androgens cause skeletal maturation and therefore 
stop growth after a time. True giantism can only 
result from over-production of pituitary growth 
hormone, which stimulates growth but not matura- 
tion. Practically all cases of true giantism (over 
7 feet tall) result from tumor (adenoma) of the 
growth hormone-producing cells of anterior 
pituitary. It has been a matter of disappointment 
that the pituitary growth hormone has not proved 
a useful tool in stimulating statural growth in ab- 
normally small chidren. Even though the hor- 
mone has been obtained in pure form, evidence is 
still lacking of its clinical value in correction of 
growth failure. Testosterone or methyltestosterone 
has been used to stimulate growth in slow-growing 
children. These are limited by the fact that they 
will cause maturation and closure of the epiphyses, 
if used in long tests for any considerable length 
of time. 

The thyroid hormone has several actions affect- 
ing growth and development. It is an indirect 
growth hormone, a tissue-differentiating hormone, 
and a “stimulating” hormone of wide effect 
through its action in metabolism generally. It 
should be remembered that thyroid can exert a 
catabolic action if given in excessive dosage. A 
pretty safe rule to follow is that doses in excess 
of 2.5 or at most 3 grains of U.S.P. desiccated 
thyroid daily are dangerous and should not be 
given. Excessive dosage brings about negative 
balances of nitrogen and calcium. 

Diseases other than those of the endocrine 
glands can influence growth. Acute illnesses of 
short duration usually have very transient effects 
on growth. The growing child has enormous re- 
cuperative powers and tends to “come back” 
rapidly once the acute illness is over. This is not 
true of illnesses which damage the central nervous 
system which because of its high degree of tissue 
specialization has very limited restorative ability. 
Thus we see permanent sequelae to meningitis, 
encephalitis, hemorrhage into the brain or its 
coverings, and anoxia. The after effects in any of 
the above may be obvious and definite such as 
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TABLE II. PERCENTILES FOR WEIGHT AND HEIGHT 
OF AMERICAN CHILDREN* 

















Age ' 
Percentiles, Boys Percentiles, Girls 
Measurement 
10 50 90 10 £0 90 
Birth 
6.3 7.5 9.1 Weight, lb. 6.2 7.4 8.6 
18.9 19.9 21.0 Length, in. 18.8 19.8 20.4 
3 mo. 

5 | 12.6 14.5 Weight, lb. 10.7 12.4 14.0 
22.8 23.8 24.7 Height, in. 22.4 23.4° 24.3 
6 mo. 

14.8 16.7 19.2 Weight, lb. 14.1 16.0 18.6 
29.2. 26.1 27.3 Height, in. 2.6 26.7 2.7 
1 vr. 

19.6 22.2 25.4 Weight, Ib. 18.4 31.5 24.8 
28.5 29.6 30.7 Height, in. 277.8 23.2 Bs 
2 vr. 

24.7 27 .7 31.9 Weight, Ib. 23.5 > ee 31.7 
33.1 34.4 35.9 Height, in. 32.3 34.1 35.8 
3 yr. 

28.7 32.2 36.8 Weight, lb. 27.6 31.8 37.4 
36.3 37.9 39.6 Height, in. 35.6 37.7 39.8 
4 yr. 

32.1 36.4 41.4 Weight, lb. 31.2 36.2 43.5 
39.1 40.7 42.7 Height, in. 38.4 40.6 43.1 

yr. 

35.5 40.5 46.7 Weight, lb. 35.8 40.5 49.2 
40.8 42.8 45.2 Height, in. 40.5 42.9 45.4 
6 yr. 

40.9 48.3 56.4 Weight, lb. 39.6 46.5 54.2 
43.8 46.3 48.6 a. in. 43.5 45.6 48.1 
yr. 

45.8 54.1° 64.4 Weight, Ib. 44.5 52.2 61.2 
46.0 48.9 51.4 Height, in. 46.0; 48.1 50.7 
yr. 
51.2 60.1 73.0 Weight, Ib. 48.6 58.1 69.9 
48.5 51.2 54.0 Height, in. 48.1 50.4 53.0 
yr. 
56.3 66.0 81.0 Weight, Ib. 52.6 63.8 79.1 
50.5 53.3 56.1 Height, in. 50.0 52.3 55..3° ° 
10 yr. 

61.1 71.9 89.9 Weight, lb. 57,1 70.3 89.7: 
52.8 85.2 68.1 Height, in. 51.8 54.6 57.5 
12 yr. 

72.0 84.4 109.6 Weight, lb. 69.5 87.6 111.5 
56.1 58.9 62.2 Height, in. 56.1 59.6 63.2 
14 yr. 

87.2 107.6 136.9 Weight, lb. 91.0 108.4 133.3 
59.9 64.0 67.9 Height, in. 60.2 62.8 65.7 
16 yr. 

111.0 129.7 187.3 | Weight, lb. 100.9 117.0 141.1 
64.1 67.8 70.7 Height, in. 61.5 63.9 66.5 
18 yr. 

120.0 139.0 169.0 Weight, lb. 103.5 119.9 144.5 
65.5 68.7 71.8 Height, in. 61.5 64.0 66.7 








*T hese figures are abbreviated and modified from data of H. C. Stuart, 
Department of Maternal Child Health, Harvard School of Public 
Health, and H. V. Meredith, Iowa Child Research Station. 

It can be seen that with increasing age, the measurements lie farther 
apart for each of the given percentiles. 


The height and weight of children of the same age 
vary considerably. Genetic, racial and other factors 
influence measurements. A workable table of height and 
weight values must recognize this variability among 
normal children. The percentile method of compiling 
reference tables or graphs is very useful. The above 
figures show the mean for height and weight at ages 
birth to eighteen years, and the 10th and 90th percentiles 
between which wiil be found 80 per cent of measure- 
ments of all children of a given age. The figures are 
those of H. C. Stuart and H. V. Meredith and are 
based on large groups of children from the United 
States, chiefly upper half of the country. Children whose 
measurements fall outside the 10th or 90th percentiles 
deserve most careful examination. (Reproduced from— 
Growth and Development of Children, by E. H. Watson 
and G. H. Lowrey, Year Book Publishers, 1951.) 





convulsions or spasticity or feeblemindedness, or 
they may be much more subtle and so long de- 
layed that it is difficult to be certain that they are 
etiologically related. to the CNS involvement of 
years before. Undoubtedly some emotional dis- 
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orders, personality changes and school difficulties 
are on the basis of earlier brain damage. It is 
hoped that the disease which interferes with 
physical growth more frequently than any other— 
poliomyelitis—will soon be preventable by routine 
immunization procedures. 

Emotional experiences certainly condition and 
influence mental and emotional growth and may 
even exert unfavorable influence on physical 
growth. A very considerable percentage of feeding 
problems and unbalanced diets have an emotional 
rather than economic basis. The angry or 
frightened child will not eat, and if forced to do 
so will often vomit. Intense excitement will 
diminish appetite or will cause food to remain 
undigested in the stomach for many hours, and 
probably be vomited later. Aside from these more 
immediate and tangible results of emotional dis- 
turbances the child’s personality and social be- 
havior is warped or blighted by the absence of 
love, security, and proper stimulation in his 
formative years. The writer sees many children 
each year whose parents complain of the child’s 
non-conformity in home, in school or in neighbor- 


hood play. Some of these children are endogenous 
mental defectives. Some are certainly childrex, 
whose originally normal growth potential has been 
blighted by disease or trauma. Still others were 
and are basically normal children but are suffering 
from unwise handling or unfavorable circum- 
stances to the extent that their response is 
definitely an abnormal one. 

Trauma or accidental injury is a very real de- 
terrent to normal growth and development. This 
is particularly true if we include birth trauma, 
anoxia being the most important single instance. 
Each year several thousand children lose their 
lives from accidental causes and a much larger 
number suffer loss of some part of the body or 
injury to the point of impairing future growth and 
development. Physicians must lend their full 
support to educational campaigns aimed at pro- 
tection of children against accidental injury. 
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ANEMIAS OF INFANCY AND CHILDHOOD 


(Continued from Page 973) 


management of the patient maintained on high 
doses of cortisone. Infections are particularly 
likely to complicate the problem. Splenectomy is 
then fraught with danger and its effects are un- 
predictable at best. In acquired hemolytic anemia 
of immune type this operation, in children, at least, 
should probably be deferred as a last resort. 

A variety of poisons and drugs are capable of 
producing hemolytic anemia. In children, moth- 
balls (naphthalene poisoning) and lead are the 
commonest factors in this group. A careful history 
should always include information concerning 
possible ingestion of drugs or poisons. The treat- 
ment of toxic hemolytic anemias consists essentially 
in withdrawal of the noxious agents and in trans- 
fusion if indicated by the severity of the anemia. 

A large group of poorly understood anemias 
remains in which the essential mechanism seems 
to be destruction of red corpuscles but in which 
neither intrinsic erythrocyte defects nor antibodies 
or poisonous agents can be demonstrated by 
present methods. Much further study is needed 


980 


before all types of anemia are adequately under- 


stood. In the meantime those with obscure 
mechanisms must be treated symptomatically and 
by removal of associated or underlying disturb- 
ances. Careful analysis will enable the physician 
to arrive at the correct treatment in the majority 
of cases. By way of a simplification of the diag- 
nostic problems, the following guide may be useful. 
The causes of anemia have a characteristic pattern 


.in the various age groups. The anemic newborn 


most likely has hemolytic disease, far less often 
blood loss. The infant under four to six months 
most likely suffers from infection. The anemia of 
infants six to eighteen months is overwhelmingly 
likely to be of iron deficiency type. Significant 
degrees of anemia in children over three years of 
age frequently are of more ominous importance 
and should suggest at once the possibility of 
malignancy especially leukemia or one of the in- 
herited anemias. As stated in the beginning, 
accurate diagnosis will usually lead almost auto- 
matically to the proper therapy. 
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Retrolental Fibroplasia 


Retinopathy of Prematurity 


By Don Marshall, M.D. 
Kalamazoo, Michigan 


HIS PAPER intends to review concisely 


present knowledge of retrolental fibroplasia . 


(RLF), and to offer a clear summary of the dis- 
ease to those physicians who care for infants. It 
is based entirely on published reports, and deals 
only with essential facts. For those interested in 
the evidence, in controversial facts and details, 
many exhaustive writings are available in recent 
periodicals. The material in this summary is taken 
entirely from published sources, to which complete 
credit is hereby acknowledged. 


Definition 


RLF is a bilateral disease of the retina and 
vitreous, limited largely to premature infants of 
low birth weight. It is a definite clinical entity, 
showing an acute phase followed by a permanent, 
cicatricial phase, the degree of damage in the 
second phase depending on the severity of change 
in the first or acute phase. There is no associated 
impairment of the well-being of the child. 


History 


The condition was named and associated with 
prematurity by Theodore L. Terry in 1942. At 
first, it was recognized only in its late stages, and 
seemed to be a new disease confined to the United 
States. In 1949, Owens showed that the disease 
appears soon after birth with an acute process, 
and occurs more frequently than discovery of only 
the late stages would indicate. The condition has 
in recent years been recognized as appearing in 
most of the progressive countries of the world. 
With realization of the frequency and seriousness 
of the disease, much research has been done and 
is continuing, with the purpose of determining the 
cause and prevention of this condition. To that 
end, the chemistry, physiology and metabolism of 
the premature is being intensively studied. Much 
has been learned; much remains, before the de- 
sired answers are made certain, and well under- 
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Clinical Signs 


Since this is a disease of infants, there are no 
real symptoms. In later stages, the mother or 
nurse might note: (1) evidences of poor vision, 
(2) a gray reflex in the pupil, (3) an irregular 
pupil, (4) a small or unnatural looking eye, (5) 
blindisms by the child, such as pressing and 
rubbing the eye. 

In the early stages, the eye externally may ap- 
pear to be entirely normal. During the acute or 
active phase, an examination of the fundus of one 
or of both eyes may show the following, in the 
approximate order of their development: 


(1) dilation and tortuosity of the retinal veins; 

(2) dilation and tortuosity of the retinal arteries; 

(3) vitreous haze, 

(4) neovascularization of the retina, then into 
the vitreous, 

(5) patchy and then generalized gray edema of 
the retina, 

(6) transudates, 

(7) hemorrhages in the retina or vitreous, 

(8) retinal folds, 

(9) retinal detachment, 

10) membrane formation. 


( 


Later, or in the cicatricial or inactive and per- 
manent phase, the following ocular findings may 
be present, in various degrees of severity and in 
various combinations: (1) myopia of over 5 diop- 
ters (unusual in normal infants), (2) attenuation 
of the retinal vessels, (3) pale retina, (4) pigmen- 
tation of the retina, (5) pale disc, optic atrophy, 
(6) malformation of the optic disc, (7) elongation 
of the ciliary processes, (8) shallow or empty an- 
terior chamber, (9) iris synechiae, with maybe a 
fixed pupil, (10) corneal opacities, (11) retinal 
folds, (12) detached retina, (13) gray masses or 
bands in the vitreous, (14) retrolental mass or 
membrane, partial or complete, (15) cataract, 
(16) glaucoma, (17) microphthalmos, (18) enoph- 
thalmos, (19) nystagmus, (20) photophobia, 
(21) strabismus, (22) pupillary membrane or 
remnant, (23) blue-gray, fetal iris, maybe atroph- 
ic, (24) late retinal hemorrhages, and even 
hyphemia. 


Clinical Course 


Progress, Regress, Late History—Ophthalmo- 
logical examination shows that the first evidences 
of the acute onset of the disease usually become 
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apparent during the second to the fourth week 
after birth, and are almost never discernable at 
birth. However, the onset may occur at any later 
time through the first three months. If the onset 
is after the first two weeks, it will probably not 
progress to the most severe degree. An onset dur- 
ing the first two weeks after birth gives a more se- 
rious prognosis. If the eyes are entirely normal at 
the end of three months, RLF will not develop. 
There may, however, be relapses or reactivation of 
the established disease, months after its apparent 
regression and quiescence. The usual course of 
acute development and regress‘on to an inactive 
state covers four or five months within the first 
half year of life. The peak of activity and prog- 
ress occurs usually in the third month, to be fol- 
lowed for weeks and months and occasionally 
years by changes of regression, cicatricial formation 
and contracture, and degeneration. 

There is a marked tendency for RLF to regress, 
a reversal that may begin at any time or stage. 
Veins become less engorged, the arteries less tor- 
tuous, the vitreous clears, the retinal edema dis- 
appears. The regression may end leaving the eye 
with no or with variable degrees of permanent 
abnormality. 

Local areas of retinal detachment present early 
in the course of the disease may disappear later, 
but usually these areas and retinal folds persist. A 
partial detachment may persist for five years and 
then suddenly become total. With time, mem- 
branes may thin and blood vessels narrow and dis- 
appear. As late as four years of age local hemor- 
rhages may occur in retina, vitreous, or membrane. 


Pathology 


There is seldom any pathologic evidence of 
RLF at birth, but evidences can be found micro- 
scopically before they can be appreciated clinically. 


1. In the equatorial region of the retina, endo- 
thelial cells proliferate in nests in the inner nerve 
fibre layer. There is associated a secondary in- 


crease in glial elements. 


2. Endothelial cell nests canalize, extend, with 
edema of the adjacent nerve fiber layer, and break 
through the internal limiting membrane. There 
are hemorrhages from the new vessels. 


3. The new-formed angiomatous 
spreads along the retina and into the vitreous. 
There is organization, contracture, folding and 


982 


tissue 


edema of the involved retina, which becomes <e- 
tached locally or extensively. The process is not 
primarily inflammatory. 


4. From vascular and glial proliferation and 
retinal edema and folding, an unorganized, retro- 
lental mass or membrane may form, incorporating 
retina, which remains attached to the ciliary body 
and optic disc. 


5. The lens and iris are displaced forward, with 
anterior and posterior iris synechiae. Glaucoma, 
iris atrophy and microphthalmos may follow, 
sometimes with cataract. 


Incidence 


It is difficult to determine the true general inci- 
dence of RLF. It has now been reported in all 
areas of the U.S. and from most countries of 
Europe. The incidence varies greatly in different 
sections, in different institutions in the same region 
or city, and even in the same institution from year 
to year. 


About 55 per cent of ail prematures weighing 
3 pounds or less at birth show some evidences of 
the acute phase of RLF. Of these, in 44 per cent, 
regression is complete so there are no residual 
changes; in 30 per cent, there are mild to medium 
severe permanent residual changes; and in 26 per 
cent, there is a partial or permanent membrane. 
These are the figures of Owens at Johns Hopkins. 
The incidence does not vary with sex or race, but 
is lower in high birth weight, and higher in infants 
of low birth weight. Since 1940, the rate of blind- 
ness in this country has been rising. Now, one- 
third of all new cases of blindness in persons under 
twenty-one years of age are due to RLF. All 
other causes of blindness are dropping in incidence. 
Of the new cases of blindness, 75 per cent are com- 
ing from the population under one year of age, 
or most new cases of blindness in this country are 


now caused by RLF. 


In general, in prematures weighing under 3 
pounds, around 25 per cent show permanent evi- 
dences of RLF. 


Differential Diagnosis 


Persistence and hyperplasia of the primary vit- 
reous; pseudoglioma; toxoplasmosis; retinoblas- 
toma; retinitis proliferans; septic endophthalmitis; 
tuberculosis; serous choroiditis; angiomatosis reti- 
nz; coloboma of the optic nerve, et cetera. 
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Etiology 


It is difficult to comprehend that such a wide- 
spread and devastating condition could appear in 
these times as a new and completely unknown dis- 
ease. Pending controlled research, scores of guesses 
and theories were brought forward as possible etio- 
logic factors. With varying degrees of thorough- 
ness and of scientific control, these were at once 
studied, with the following conclusions, which are 
accepted today as facts, based on the best avail- 
able evidence to this time. 


RLF is primarily a disease of premature babies 
or babies of low birth weight. It may occasionally 
occur in full term babies. It is not hereditary nor 
familial nor related to race. Its origin is postnatal. 
Prematurity itself is a significant factor, and not 
the cause of the prematurity. No known maternal 
disease, of metabolic or infectious type, is known 
to be a causative factor. It is not related to vacci- 
nation during pregnancy, to the nausea of preg- 
nancy, to the prenatal care and diet of the mother, 
to the type of labor, presentation or anesthesia at 
birth, to the placenta, or to the RH factor. In the 
child it is not related to the season of birth, to 
multiple births, to sex, or to congenital anomalies. 
It is not related directly, so far as known, to any 
specific condition or ailment of the child at birth. 
It is not related to the effect of light on the eyes 
of the premature, nor to feeding of the infant, nor 
to transfusions. It is not related to infection, 
though the possibility of a virus has not been thor- 
oughly studied. It is not benefited by therapy with 
ACTH, cortisone or hormones. 


Anoxia and Oxygen 


For several years, attention has been focused 
with increasing interest on the effect of oxgen on 
the premature. RLF was more frequent often in 
the most modern nurseries, and escaped those 
reared at home. It appeared and increased in 
some foreign countries when modern incubators 
were first received and put to use. It was found in 
retrospect that babies who developed RLF had 
received more oxygen than those whose eyes re- 
mained normal. Some reports relative to the use 
of oxygen contradicted others. Sometimes increas- 
ing the oxygen flow to a child with acute RLF has 
seeried to aid the retinal disease, and removing 
the child from oxygen to induce a relapse. Thus 
two schools have developed: one believes the cause 
of RLF is anoxia, while the other claims that oxy- 
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gen has a direct toxic effect and the cause is too 
much oxygen. 


By now, controlled studies are being reported, 
determining in fairly large groups of prematures 
the relationship between high and low oxygen and 
the incidence of RLF. It is now quite well estab- 
lished that the use of oxygen, commonly done by 
means of an incubator, is probably the most im- 
portant factor in the etiology of RLF. Whether 
the effect is simple and direct, or whether the re- 
sult is an indirect and more complex interaction 
of various factors associated with prematurity is 
not yet known or established. Prematurity alone 
does not cause RLF. The disease seems to be di- 
rectly related to an excessive administration of 
oxygen. The exact mechanism of the effect of 
oxygen in the causation of RLF is unknown yet, 
and whether the basic trouble is one of hypoxia or 
hyperoxia is disputed. Despite the important part 
played by oxygen, it must be stated at this time 
that the cause of RLF is as yet unproven, and is 
therefore still unknown. 


Classification 


In order to make more uniform reports on re- 
search in this field, a national joint committee has 


adopted a classification of the stages of degrees 
of RLF: 


Active Phase 


Grade I.—Dilation and tortuosity of the retinal 
vessels. There may be hemorrhages and early neo- 
vascularization. 

Grade II.—Stage I plus neovascularization and 
some peripheral retinal clouding. Hemorrhages 
are usually present. The vitreous may be clouded. 

Grade III.—Stage II plus peripheral retinal de- 
tachment. 

Grade IV.—Retina is detached over a large 
area, or all round the periphery. 

Grade V.—Complete retinal detachment. 


Cicatricial Phase 


Grade I.—Small mass of opaque tissue in the 
periphery. No visible detachment. 

Grade II.—The mass is larger, with some lo- 
calized retinal detachment. The disc is distorted 
by traction. 

Grade III.—Larger mass with a retinal fold 
running from it to the disc. 

Grade IV.—Retrolental tissue covers part of the 
pupil, with some retina still attached. 
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Grade V.—Complete retrolental tissue. No fun- 
dus reflex. 

In the active phase, grades I and II may regress, 
grade III rarely. In the cicatricial phase, grade I 
and II, and sometimes III, have useful vision. 


Examination and Diagnosis 


Hold the infant on a flat-top table. Note the 
reaction of the eye and of the pupil to light. Di- 
late with 1 or 2 per cent homatropine and 2.5 per 
cent neosynephrine, each instilled once. Repeat 
these drops in five minutes. Make fundus exami- 
nation forty-five to sixty minutes later. Give the 
infant its regular bottle, or a sugar-nipple to suck. 
Separate the lids with fingers or better with a 
special tiny speculum. It may require fifteen min- 
utes to complete an adequate examination. 

The appearance of the normal fundus in the 
infant and premature is quite different from that 
in adults. Misinterpretation of findings may result. 
The disc is more gray and pale. The macula may 
resemble degenerative changes. Lack of pigment 
in the periphery may suggest pathologic changes 
there. 

Diagnosis is made by observing the signs listed 
above as clinical signs. 


Management of the Premature Infant 


The indiscriminate use of oxygen for prema- 
tures must be reassessed. Clinically, RLF is usually 
associated with the use of oxygen. Controlled tests 
have shown that the routine use of a high concen- 
tration of oxygen does not reduce mortality but 
does increase the incidence of RLF and of the 
more severe forms of that disease. 

There may be other factors or agents in the 
production of RLF, but, in the present state of 
our knowledge, oxygen should be given to pre- 
mature infants only when they are cyanotic, never 
in a concentration over 40 per cent, with frequent 
attempts to discontinue its use. The least possiblé 
amount of oxygen therapy should be given, be- 
cause while such a restriction is not harmful to life 
and development, it will reduce to a minimum the 
occurrence of RLF. 


Treatment 


For the individual patient in whom RLF has 
developed, there is no specific treatment of proven 
benefit. In the acute phase, one school believes 
that placing the infant in high oxygen concentra- 
tion (60 per cent) will give prompt regression in 
the retinal disease, later weaning the infant grad- 
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ually back to normal oxygen concentration. This 
effect of increasing oxygen has not been uniformly 
confirmed or accepted. ACTH and hormones ire 
of no benefit, as are irradiation and vitam ng, 
Alternate instillation of miotics and mydriatics has 
been used in an effort to prevent iris synechiae, 
Surgery on the retrolental tissue mass has failed, 
Treatment of an individual case resolves itself then 
to symptomatic therapy, or essentially nothing. 


Prognosis 


When the severity of RLF in an involved eye 
reaches Grade III of either the acute or the cica- 
tricial stage, the visual outlook is serious. In 
Grades IV the prognosis is grave and in Grade V 
it is hopeless for useful vision. During the first few 
weeks of the acute phase there is hope that re- 
gression will effect great improvement with a re- 
turn toward normalcy. In the cicatricial stage 
there can hardly be any hope for actual improve- 
ment in vision, and in general it even may fail in 
time. Retinal detachment may destroy all vision 
months or years later. 

The prognosis for prematures in the future is 
good, relative to their being affected with RLF. 
Reducing oxygen therapy to a minimum consistent 
with life has reduced greatly the incidence of the 
disease already. Research is now going on at many 
centers on studies concerned with feeding, infant 
care, physiology and metabolism of prematures, 
possible maternal factors, and the effect of oxygen. 
The last word on RLF is yet to be written, and the 
final answer.may be more complex than simply to 
reduce oxygen therapy. But the outlook is good 
that we will soon have a fairly complete explana- 
tion of and solution for this amazingly new and dis- 
astrously widespread affliction of premature infants. 
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Current Status of Research 
on Vaccination against 
Poliomyelitis 


By Albert B. Sabin, M.D. 
Cincinnati, Ohio 


w= on the development of a vaccine 

against poliomyelitis entered its most hope- 
ful phase during the past three years, when (1) it 
became possible to grow and recognize the pres- 
ence of various types of virus in tissue cultures out- 
side the body, and (2) it was demonstrated that 
there were only three main immunologically dis- 
tinct types of viruses and that only one of these 
was responsible for almost all epidemics. There are 
two main approaches: (1) inoculate sufficiently 
large amounts of killed cultures of the three types 
of virus to stimulate the development of immunity, 
and (2) try to find or develop varieties of polio 
virus which, in very small doses, can infect and 
produce immunity without giving rise to paralysis 
or other symptoms of disease. 

It has been demonstrated long ago that when 
sufficiently large amounts of killed polio virus are 
inoculated—amounts too large for practical pur- 
poses—it is possible to immunize animals against 
the experimental disease. The tissues in which 
poliomyelitis viruses can now be grown in the high 
concentrations required for killed virus vaccines 
are not available in unlimited amounts, since only 
monkey kidney has been found suitable for this 
purpose thus far. Whether or not enough vaccine 
can be made for all the millions of children and 
young adults who should be protected will depend 
on the dosage which will be required to produce 
and maintain antibody against the all important 
Type 1 virus in those who have no antibody at all 
to begin with. The use of adjuvants to enhance 
the effectiveness of smaller doses requires further 
study before it can be used in children, because of 
certain undesirable side reactions that have been 
observed. Although experimental killed virus vac- 
cines have been tested in several hundred children, 
who already possessed antibody for one or another 
or all three types of polio virus, the significant tests 
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on children without antibody against any of the 
three types of virus are still so limited that only 
further work will indicate whether or not killed 
virus vaccines in practically useful dosage can 
regularly be prepared on a large scale. 


The final answer as to whether or not any poli- 
myelitis vaccine is really effective in preventing 
the natural paralytic disease can come only from 
carefully controlled experiments on hundreds of 
thousands of children. Since human experiments 
on so large a scale do not lend themselves to fre- 
quent repetition, it is necessary to have basic infor- 
mation on the potency, stability, and dosage re- 
quirements of different lots of vaccine that are 
manufactured on a large scale, so that one may 
know whether the material that is being subjected 
to test is only on the borderline or well within a 
certain margin of safety of the dosage required to 
produce a minimum antibody response that will 
last for at least one season of about 6 months. One 
also wants to know whether the small amounts of 
antibody produced by practicable doses of vaccines 
without adjuvants are effective only against the 
strains of virus incorporated in the vaccine or 
against other strains of the same immunologic type 
as well. These and many other important tech- 
nical questions are only now in the process of in- 
vestigation, and the answers will determine how 
fast progress can be made. 

Extensive research on the second approach to 
vaccination against poliomyelitis, namely by living 
but avirulent (nonparalyzing) varieties of polio- 
myelitis virus, is desirable because experience with 
similar vaccines against smallpox and yellow fever 
indicates that a single inoculation may provide 
immunity for many years if not for life. Poliomye- 
litis viruses have been found to vary in their viru- 
lence and to mutate like bacteria or other living 
things. During the past year, it has proved possible 
to produce avirulent varieties of all three types of 
polio virus by special methods of cultivation and 
to segregate them from their virulent relatives. It 
was found that when single or very small numbers 
of virulent virus particles were used to seed cul- 
tures of monkey kidney, and when these were al- 
lowed to grow and develop for several days, the 
offspring were invariably highly virulent. How- 
ever, when approximately 100,000 to 10 million 
virus particles were used to start off the cultures 
and transfers were made every twenty-four hours, 


(Continued on Page 1016) 
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ACUTE PEDIATRIC EMERGENCIES—BARDEN 
Roentgen Diagnostic Aids in 
Acute Pediatric Emergencies 


By Stuart P. Barden, M.D. 
Battle Creek, Michigan 


| id IS not the purpose of this paper to: present 

new or unreported facts; but rather to describe 
a few pathological situations in infants and chil- 
dren in which radiographic and fluoroscopic ex- 
aminations will assist in arriving at a reasonably 
correct diagnosis and indicate the therapeutic pro- 
gram. To those physicians aware of these aids, 
this will be a review; to those unaware, it may 
serve to obviate an error in management. 


Foreign Bodies in the Lower Respiratory Air 
Passages 


Such a diagnosis must be entertained in all in- 
fants and young children with symptoms of respi- 
ratory distress, acute or chronic. Regardless 
of the clinical stage, we consider this as an acute 
pediatric emergency since it has been our unhappy 
experience to witness two sudden. deaths in fine 
healthy two-year-olds before definitive surgery 
could be performed. Both deaths occurred in chil- 
dren where the foreign body was situated at the 
carina. Respiratory volume exchange was ade- 
quate, and we can only surmise that the sudden 
death was related to a vagovagal reflex or acute 
carinal edema. Fluoroscopy is the key to the diag- 
nosis and often, because of the imperative need of 
prompt therapeusis, radiographs are limited to spot 
films made during fluoroscopy. In most hospitals, 
regardless of size, the machinery of accomplish- 
ment is often ponderous and, therefore, much time 
elapses between the home visit by the initial 
physician and the moment of bronchoscopic re- 
moval of the foreign body. It is our belief that 
each physician through whose hands a child passes 
is directly responsible for the welfare of that child, 
whether that physician be pediatrician, radiologist, 
intern, anesthetist, or bronchoscopist. It is also 
the duty of each physician personally to expedite 
the final care of the child. 

From the viewpoint of x-ray diagnosis, any of 
three usual situations may exist. The most com- 
mon occurrence is a ball-valve obstruction in the 
- right lower or left lower main stem bronchus. In 
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our experience, the sites of obstruction occur about 
equally on the two sides with occasional occlusion 
of the right middle lobe bronchus. Obstructive 
emphysema results (Fig. 1). The second most 
common situation is total occlusion of the bron- 
chus with atelectasis distal to the obstruction. Lo- 
calized edema of the occluded lobe or lobar seg- 
ment may complicate the picture (Fig. 2). Lo- 
cation of the foreign body depends on the recog- 


nition of the difference between atelectasis and ob- 


structive emphysema. Unusually, a long pliable 
foreign body such as bacon may hang up at the 
carina. In this case, it is imperative that the radi- 
ologist recognize that the apparently normal respi- 
ratory exchange noted during fluoroscopy does not 
denote the absence of a foreign body. In other in- 
stances, there may be foreign bodies in multiple 
bronchi on the same side or different sides. In one 
of our cases, multiple small pieces of raw carrot 
were present on the right with a large piece of 
carrot on the left. The small pieces caused inter- 
mittent obstruction, and the diagnosis of bilateral 
foreign body was made on the basis of the in- 
constancy of respiratory motions as observed dur- 
ing repeated fluoroscopy. 


Spontaneous Tension Pneumothorax in the 


Newborn 


The signs and symptoms are of increasing respi- 
ratory distress, usually quite evident in twenty- 
four hours. There may or may not have been a 
history of vigorous efforts by a physician to initiate 
respiration immediately after birth. Rapid labored 
breathing is noted with a progressive fullness of 
the affected hemithorax. Radiographs of the chest 
permit an immediate diagnosis (Fig. 3). In well- 
exposed radiographs, the pneumothorax is evident 
with obvious shift of the mediastinum away from 
the affected side. Aspiration of the air from the 
involved pleural space and re-expansion of the 
partially collapsed lung usually is the only therapy 
required. Wherever the leak occurs, subpleural or 
bronchial, elimination of the pneumothorax ap- 
pears to permit spontaneous closure of the defect. 
Occasionally, aspiration may be necessary more 
than once. Radiographs of the chest are guides to 
the number and frequency of aspirations. 


Inhalation of Very Volatile Substances 


Particular reference is made here to the volatile 
hydrocarbons such as gasoline and kerosene, al- 
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Fig. 1. Non-opaque foreign body in the left lower lobe. There is obstructive emphysema in the left lower lobe 
and mediastinal shifts during respiratory phases. Variations in pulmonary tissue translucency reproduce poorly. 
(a) Inspiration; (b) expiration. 


Fig. 2. Foreign body aspirated January 23, 1952. (a) Radiographs and fluoroscopy negative and child symptom- 


less at this time. Foreign body apparently causing occasional intermittent bronchial occlusion only. 


(b) By Feb 


ruary 19, 1953, four weeks later, atelectasis with edema of the involved right pulmonary segment had occurred. Note 
that the combination of bronchial occlusion plus edema of the lobar segment obviates any mediastinal shift. 
(c) Radiograph, February 25, 1953, showed residual atelectasis without edema, therefore mediastinal shift. Bron- 
choscopy was performed on two occasions one week apart to remove two foreign bodies. 


though the same applies to any other volatile or 
irritating liquid which is inhaled involuntarily. 
Usually, this occurs during voluntary ingestion of 
these liquids. The surprise of the unexpected un- 
pleasant taste probably promotes gasping, choking 
and subsequent inhalation. The result is rapid 
pulmonary edema (Fig. 4). However, the highly 
volatile substance is eliminated rapidly from the 
lungs and, unless the inhaled load is very large and 
the pulmonary edema massive and generalized, 
the effects are quickly reversible without perma- 
nent sequellae. Gastric lavage is contraindicated, as 
it usually increases pulmonary complications. 
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Large Thymus Shadows 


We have nothing new to add to the reported 
experiences of many authors. We conform to the 
school of thought which regards certain upper 
mediastinum shadows as produced by an unusually 
large thymus but attach no clinical significance to 
the shadow. We do not believe such shadows indi- 
cate a thymus as causative agent in laryngeal 
stridor or respiratory distress in infants. With 
such signs and symptoms, a search should be made 
elsewhere—-in the intralaryngeal or extralaryngeal 
structures, in the trachea, or in the posterior naso- 
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Fig. 3. 





Spontaneous tension pneumothorax in newborn: hyperexpansion of the right hemithorax, partial pneu- 


mothorax, and mediastinal shift away from the involved side. Usually simple aspiration of the involved pleural space 
permits the pulmonary rent to close quickly and spontaneously. 
Fig. 4. Sixteen-months-old male child, several hours after drinking an unknown quantity of kerosene. Bilateral 


basalar pulmonary edema is present due to inhalation of kerosene. 


and the child without symptoms. 
Fig. 5. Probable enlarged thymus. 


Twenty-four hours later, the lungs were clear 


Note triangular shadow to the right of the upper mediastinum. This child 


received 120 air r single dose. Three weeks later, abnormal shadow has disappeared. This change is real and not 


due to misinterpretation of radiographic technical errors. 


pharynx. We emphasize that true thymus shad- 
ows are recognizable only in high quality radio- 
graphs and with the infant erect, in full inspira- 
tion, and in posterior-anterior and lateral projec- 
tions. We do not believe that an unusually large 
thymus shadow warns of premature sudden death. 


For these reasons, all of which are negative, we . 


include large thymus shadows as a_ pediatric 
emergency. An error in prognosis is an error in 
management. 

After this short definite stand, it is paradoxical 
to admit that administer x-ray 
treatment to infants with large thymus shadows. 
In a community long educated to the “dangers” of 
the enlarged thymus, quick change is not particu- 
larly welcome. It is interesting that in some in- 
fants we have treated the shadow has disappeared ; 
in others it has not. Regardless of the effect on 


rarely we 


the shadow, in all infants in whom symptoms were 


988 


not attributable to some extrathymic anatomical 
abnormality, presenting signs and symptoms disap- 
peared (Fig. 5). One cannot conclude that x-ray 
therapy was the cause of this improvement. 


Acute Disseminated Platelet Thrombosis 


We have observed two cases of this uncommon 
tragic lesion. Reported here is an instance in a 
fourteen-year-old boy (Fig. 6). Symptoms and 
signs occurred two weeks after prophylactic anti- 
tetanus therapy. Cerebral involvement was promi- 
nent, and the initial presenting symptom was com- 
plete sudden inability to swallow. Fluoroscopic 
barium studies of the swallowing act were at- 
tempted early when hysteria was considered in the 
differential diagnosis. We noted that the barium 
outlined the hypopharynx adequately but did nut 
enter the esophagus. Normally, when the hypo- 
pharynx is filled, some barium must involuntarily 
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enter the esophagus. Where there is organic pa- 
ralysis of the muscles of swallowing, the hypo- 
pharynx remains filled but the esophagus empty. 
In hysteria, no barium enters the hypopharynx; or 
if it does, then some will be swallowed. 


Congenital Lesions of the Alimentary Tract 


Congenital alimentary tract obstruction in the 
newborn infant requires immediate surgical cor- 
rection, and even then mortality is very high. The 
most frequent points of obstruction are: proximal 
esophagus with esophagotracheal fistula; gastric 
pylorus with hypertrophic stenosis; ileum with 
single or multiple areas of atresia; and rectum and 
anus with imperforation. This is not a list of all 
reported areas or causes of alimentary obstruction 
in the newborn but simply examples of the more 
common. With each obstructed organ (esophagus, 
stomach, small intestine, or colon), there are radio- 
graphic and fluoroscopic signs indicative of the 
organ obstructed. 

With esophageal atresia and esophago-tracheal 
or esophagobronchial fistula immediate regurgita- 
tion of swallowed material is prominent (Fig. 7). 
The infant chokes, coughs, and has severe respi- 
ratory distress. Aspiration pneumonia occurs 
promptly, frequently in the right upper lobe first. 
Intestinal gas may or may not be present depend- 
ing on the presence or absence of a more distal 
bronchoesophageal fistula. Radiographs and fluo- 
roscopy performed with a catheter in the esopha- 
gus indicate the site of obstruction. A small 
amount of iodized oil may be placed through the 
catheter to define the fistula on the radiographs. 

The signs and symptoms of hypertrophic pyloric 
stenosis are well known to all physicians and will 
not be enumerated here. It is interesting to em- 
phasize, however, that the interval of time after 
birth at which symptoms and signs became most 
prominent varies considerably. We have observed 
the phenomenon of pyloric obstruction due to 
muscle hypertrophy in a premature infant three 
days old, and in full-term husky infants two 
months old. 

Small bowel atresias present more difficult diag- 
nostic problems, both clinically and radiographi- 
cally. As in all mechanical small bowel obstruc- 
tions the acuity and severity of symptoms are di- 
rectly proportional to the proximity of the lesion 
to the stomach. Duodenal and upper jejunal atre- 
sias (Fig. 8) present signs and symptoms similar to 
pyloric obstruction except they usually manifest 
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themselves earlier in the newborn period. In low 
small bowel obstructions (Fig. 9), abdominal dis- 
tention is more prominent, the infant fails more 
slowly, and vomiting is a later sign. If the ob- 
struction is allowed to persist for many hours, the 
small bowel distention often is severe, and it be- 
comes extremely difficult in infants to differentiate 
this distended small bowel from distended large 
bowel on radiographs (Fig. 10). Retrograde stud- 
ies of the colon with contrast medium may be nec: 
essary only when there is reasonable doubt as to 
the proper surgical approach. Other authors have 
pointed out that in situations where small bowel 
atresia is verified at surgery, the heretofore unused 
colon may appear obliterated, too. Confirmation 
or rejection of the suspicion can be established on 
the operating table by piercing: the colon with a 
needle and attempting to fill it with normal saline 
solution. 


Low rectal and anal atresias usually can be rec- 
ognized clinically by determining the depth to 
which a catheter or probe may be inserted before 
meeting obstruction. Radiographs, however, may 
indicate the extent of the atresia, thereby helping 
the surgeon decide on an abdominal or perineal 
approach. Abdominal radiographic examination 
commonly is performed with the infant in the 
erect inverted position while an opaque instru- 
ment, such as a clinical thermometer, is inserted 
into the anus until the point of obstruction is met. 
If one can insert the instrument deeply, its progress 
may be stopped by the normal rectosigmoid curve 
and a false site of obstruction indicated. Since it 
is the level of obstruction and the space between 
gas-filled colon and inserted opaque instrument 
which designates surgical approach (Fig. 11), 
prolonged low ileal obstruction with hugely dis- 
tended small bowel simulating colon and a false 
obstruction with the opaque instrument at the 
rectosigmoid curve may lead to a serious diag- 
nostic error in location of the atresia. 


Acquired Mechanical Obstruction of the 
Alimentary Tract 


This is always a dramatic lesion, but in infants 
and children where personal history is unavailable 
or colored by fear, sharp diagnostic acumen is 
mandatory. Pediatricians and pediatric surgeons 
may obtain direct confirmation of suspected diag- 
nosis by means of fluoroscopic and radiographic 
aids. 
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Fig. 6. Inability to swallow, central im origin, due to acute disseminated platelet 
thrombosis: lesion not diagnosed from this examination, of course, but this study 
indicates that the lesion is not hysteria, is not foreign body, and therefore is a true 
neurogenic lesion. Normally, barium which reaches the hypopharnyx begins to 
descend the esophagus except where there is paralysis. 


Fig. 7. Esophageal atresia with high esophago-tracheal fistula. Opaque oil out- 
lines high obstruction. Atelectatic pneumonia present in right upper lobe of lung 
with mediastinal shift. Gas is present in stomach, thereby indicating bronchoesopha- 
geal fistula must also be present at a lower level in the chest. 

Fig. 8. Duodenal] atresia at ligament of Treitz: stomach size normal. All small 


bowel gas seen is in a hugely dilated duodenum. Obstruction caused by intraluminal 
membranous band. 


Fig. 9. Multiple areas of atresia in ileum with intestinal obstruction. Point of 
obstruction low and symptoms late (three days old) with much fluid in bowel 
proximal to the obstruction. Stomach and duodenum are not distended. Note how 
much dilated small bowel simulates large bowel in infants but the limited extent 


of involvement aids in diagnosis. Absence of gas filled bowel near thermometer tip 
argues against rectal atresia. 
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Fig. 10. Meconium ileus. This must be differentiated from bowel atresia by 
awareness of small bowel obstruction in mucoviscidosis. Small bowel gas is recog- 
nizable without large bowel gas. No meconium stools. Long depth of insertion 


atresic. 


Fig. 11. Imperforate anus. Note short space between thermometer tip. and 
gas-filled colon. Note, also, that in low large bowel obstruction gas fills the entire 
small and large bowel. 





Fig. 12. Barium demonstration of acute ileo-ileal intussusception; the intussuscipiens 
and intussusceptum are well outlined. 


Fig. 13. Barium demonstration of acute ileo-colic intussusception; reduction by 
hydrostatic pressure of enema often is possible and is good practice in infants. 
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Fig. 14. Ruptured appendix with spreading peritonitis in two-weeks-old infant. Pronounced obliteration of pro- 
peritoneal fat line, reflex ileus, and thickening of walls of small bowel loops. Stools normal. Child toxic. 

Fig. 15. Anasarca and reflex ileus secondary to severe acute nephrosis: edema of the abdominal wall is very pro- 
nounced and all soft tissues distended. All normal soft tissue planes are obliterated. 


Fig. 16. Ruptured splenic vein, gastric veins and duodenum: 


child run over by tractor four hours prior to 


x-ray study. Normal soft tissue shadows in the upper abdomen are completely obliterated by extensive intraperi- 


toneal hemorrhage. 


Ruptured spleen suspected as more common lesion. Study made for free air did not indicate 


rupture of hollow viscus despite duodenal lesion, indicating rare but possible presence of hollow viscus rupture 


without demonstrable free intraperitoneal air. 
tion. 


Properitoneal fat line preserved but not identifiable on reproduc- 
Lesion too recent for development of demonstrable ileus. 


Sixteen days later large walled off left upper 


quadrant abdominal abscess present with pleural effusion. Ileus present. Note loss of properitoneal fat line. 


Of the acquired lesions in infants and young 
children, acute mechanical bowel obstruction due 

to intussusception is probably most frequent. The 
; intussusception may be ileo-ileal (Fig. 12), ileo- 
colic (Fig. 13), or colo-colic. The lesion may oc- 
cur spontaneously without evident intrinsic bowel 
disease; or it may be precipitated by Meckel’s di- 
verticulum, polyps, or inflammatory disease of the 
bowel. Classically, intermittent abdominal cramps, 
bloody discharge from the bowel, and a palpable 
tumor mass in the abdomen are the cardinal signs. 
Obstipation may not be evident because fecal ma- 
terial may be expelled from the colon distal to the 
point of obstruction. Radiographs of the abdomen 
indicate varying degrees of small bowel distention 
proportional to the duration of time the obstruction 
has existed. If bowel necrosis occurs, peritonitis 
will follow and the early typical picture of me- 
chanical obstruction is confused by bowel disten- 
tion distal to the lesion as the result of reflex ileus. 
While the diagnosis may be suspected from clinical 
evaluation and the survey film of the abdomen, 
barium enema studies many times may outline 
the actual lesion. Several reports in the literature 
indicate that this procedure is entirely innocuous 


932 


if performed with reasonable care. Furthermore, 
reduction of the intussuception may be effected by 
hydrostatic pressure, thereby obviating surgery. 


Adynamic Ileus 


Non-mechanical or adynamic intestinal obstruc- 
tion in the newborn is unusual. It is not particu- 
larly unusual in older children. Figure 14 indi- 
cates a radiograph of a two-weeks-old premature 
infant who died of ruptured appendix and spread- 
ing peritonitis twelve hours after this examination. 
The radiograph is considerably different from that 


‘seen in mechanical obstruction, and although the 


exact lesions was not determined, spreading perito- 
nitis is legible in the radiograph. Adynamic ileus 
with peritonitis usually can be differentiated from 
mechanical bowel obstruction. 


Acute Toxic Nephrosis 


Acute severe toxic nephrosis with anasarca and 
We report one 
such case (Fig. 15). At autopsy, microscopic sec- 
tions of renal tissue showed changes simulating 
acute mercurial nephrosis. 


death is uncommon in infants. 
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The Traumatic Abdomen 


The two most important results of abdominal 
trauma in any age are rupture of a hollow viscus 
with impending peritonitis; and laceration of a 
solid viscus with hemorrhage (Fig. 16). Aside 
from the effects of penetrating wounds of the ab- 
domen, abdominal trauma in children much more 
frequently produces hemorrhage than it does gas- 
tro-intestinal tract rupture. Lacerations of the 
spleen and liver occur most frequently, although 
lacerations of the mesenteric vascular bed may oc- 
cur at any level. Unfortunately, the sources of 
bleeding may be multiple; and the removal of a 
lacerated spleen may not produce cure when there 
is a torn vessel in some portion of the gastro- 
intestinal tract wall which produces intraluminal 
hemorrhage. 

Free blood in the peritoneal cavity usually is 
recognizable on a survey radiograph of the abdo- 
men. Free blood produces a general over-all hazi- 
ness of normal soft tissue structures. The normal 
splenic shadow may be absent or enlarged, local- 
ized reflex ileus present, the stomach and colon 
displaced, and accompanying pleural reaction 


identified as indirect evidence. 


Summary 


A review has been presented of several emergen- 
cies which occur in the course of pediatric prac- 
tice. Fluoroscopic and radiographic aids in the 
recognition and management of these emergencies 
have been emphasized. 
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RESPIRATORY FAILURE IN THE NEWBORN 


(Continued from Page 970) 


necessary to overcome the original fetal atelectasis, 
it could hardly be expected that it would be effec- 
tive. 

A device using slowly alternating, positive pres- 
sure, has become very popular, and a rather ex- 
pensive machine has had a widespread sale, but 
there is no evidence that the Bloxsom machine is 
in fact effective in expanding the lung, and the 
mo-! critical students have come to the conclusion 
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that it is simply an expensive way for giving oxygen. 
In summary, I can only repeat that much more 
needs to be learned before one can be happy 
with any single procedure of artificial respiration 
in the newborn infant. It is still mysterious why 
the many efforts that have been attempted are 
so ineffective, and the physiologists have much 
yet to contribute before our knowledge can be 
reflected in practical and safe apparatus. 


993 





POST-CAESAREAN BABY—FINDLEY 


The Post-Caesarean Baby 


By David Findley, M.D. 
Omaha, Nebraska 


HE PREVALENT conception that Caesarean 

section should be performed in order to save 
the baby is grossly exaggerated. Facts and figures 
prove that the infant mortality rate following 
section is but slightly less than in delivery through 
the normal birth passage. Why, then, this erroneous 
idea? Granted that many a child has been born 
alive and has survived the neonatal period that 
would surely have deceased had Nature been 
allowed to take her course. Too many babies die 
at birth, however, as a result of improper §pre- 
natal care, injudicious management and inadequate 
resuscitative measures. 


Caesarean section is performed before term for 
these three 
abruptio placenta and the hypertensive toxemias 
that do not respond to conservative treatment. 
These three conditions usually make their appear- 
ance during the middle or the latter part of the 
third trimester of pregancy. Naturally, after con- 
servative treatment has failed, section is resorted 
to and either a premature or an immature fetus 
is delivered. Other conditions that are commonly 
seen as indications for elective section are the Rh 


main reasons: placenta previa, 


factor, the elderly primipara and the diabetic 
mother. Unless appropriate measures are immedi- 
ately instituted a good share of these infants are 
lost. 
resuscitative team in the operating room at the 
time of surgery, which is supplied with adequate 
equipment for any emergency. A _ completely 
equipped premature nursery staffed by adequately 
trained personnel in constant attendance is also 


These requirements must include a skilled 


essential. 


Cephalo-pelvic disproportion and abnormal 
presentation are also very commonly used indica- 
tions for Caesarean. Needless to say, the majority 
of these cases require elective surgery. The border- 
line case, however, definitely should be allowed the 


advantage of an adequate “test of labor.” If, after 
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* 
a valid trial, the head is not engaged or labor is 
not progressing satisfactorily, termination of the 
pregnancy should immediately ensue. 

The elderly primipara is a much maligned in- 
dividual. She is not allowed, in many instances, 
to prove her worth. It seems a travesty to presume 
that these middleagers cannot produce like their 
younger sisters. Many do it with far greater ease. 
I often feel that sections performed on these in- 
dividuals are frequently done for pecuniary reasons 
only. Neoplasm, cardiac pathology, congenital 
abnormality (both maternal and fetal), fetal 
d'stress, previous Caesarean and many other justifi- 
ab'e and unjustifiable indications for section are 
responsible for our high operative incidence and 
excessively high fetal mortality rate. 

I do not intend, at this time, to debate further 
the indications and contraindications of Caesarean 
section. My plea is for fetal salvage. Suffice it to 
say, and rightly so, that many sections are done 
to save a mother, wife and useful citizen from un- 
timely disability or death. If only more considera- 
tion were paid to the unborn child, the fetal 
mortality rate would drop rapidly. 

The choice of anesthesia is of utmost im- 
portance. Preoperative sedation should be limited 
to a mild sedative, such as seconal or tuinal, the 
evening before elective surgery. Opiate deriva- 
tives before surgery should not be employed. 
Atropine or scopolamine, in appropriate doses, 
should be given forty-five minutes to one hour 
before surgery to dry up the mother’s secretions. 
A great deal of controversy has arisen as to the 
various merits of local, spinal, caudal or general 
anesthesia. The choice of the anesthetic employed 
should be left to the opinion of the trained 
anestheologist or, if such resource is not available, 
to the attending physician who must make his 
decision from the material at hand. Spinal 
anesthesia is ideal in the small hospital where 
adequate help is limited. There is little, if any, 
depressing effect on the fetus. Muscular tone of 
the uterus is undisturbed, and postpartum hemor- 
rhage is negligible. Graduate nurses are capable 
of administering oxygen and stimulants, when 
needed, and following the patient’s blood pressure. 

Local anesthesia is ideal where outside assistance 
is unavailable. The patient need not be watched 
as closely as with other agents. The main dis- 
advantages result from apprehension of the patient, 
prolongation of the operating time and the un- 
avoidable discomfort of the patient when the baby 
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is extracted. Local anesthesia, however, does 
teach us many good lessons in the gentle handling 
of tissues. Continuous caudal anesthesia is seldom 
used at the present time. Its results are not what 
they were once claimed to be. 

After much experimentation, I have adopted 
the following routine and have found it most satis- 
factory. Elective sections receive tuinal gr. iii the 
evening before surgery. One hour before schedule, 
scopolamine gr. 1/150 is administered. Sodium 
pentothal 2.5 per cent is given intravenously after 
the patient is draped and ready for surgery. Within 
several minutes, the incision is made and the baby 
extracted. 
time has not elapsed between the introduction of 
the pentothal and the extraction of the baby to 
allow depression of the respiratory centers of the 
child. The majority of these babies, barring pre- 
matures, are delivered in good condition and re- 


Unless complications arise, sufficient 


quire very little resuscitation. 

In discussing the various causes of fetal death, 
I shall consider them in reverse order of frequency, 
as I wish to spend most of my time on the most 
prevalent causes. It will be impossible to discuss 
all etiological factors. 

Intracranial hemorrhage occurs as a result of 
the rapid compression with subsequent rapid ex- 
pansion of the unengaged head or following ex- 
cessive or traumatizing manipulations in efforts to 
extract the head. Statistical reports show little 
variance in the incidence of cerebral damage be- 
tween the classical and the low cervical section. 
Caution to make the uterine incision adequately 
large is essential, if we are to obviate this injury. 

In third place in the mortality race stands in- 
fection of the newborn. Adequate prenatal care, 
astute judgment in the timing of surgery, accept- 
able surgical technique and preoperative and post- 
operative antibiotics are essential to reduce this 
needless mortality factor. 

Malformation rates the second spot as a cause 
of fetal death and may be classed as unavoidable. 
These fatal abnormalities are usually of the gastro- 
intestinal tract, although hydrocephalus, spina 
bifida, meningocele and many others are occasion- 
ally seen. 
available. 


No known prophylactic measures are 


Abnormal pulmonary ventilation is our number 
one killer. This includes atelectasis, anoxia, and 
the hyaline membrane and is largely preventable. 
Poor ventilation is more commonly seen in the 
premature infant and in the post-Caesarean child 
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than in the term and normally delivered baby, and 
thus extra precautions are essential. The cough 
reflexes of the premature infant are under- 
developed, and the, infant is overly sensitive to 
analgesics and anesthetics. Therefore, these agents 
must be used with caution and restraint and a 
specially trained and equipped resuscitative team 
is essential, if the survival of the child is antici- 
pated. 

It is well known that the fetus in utero attempts 
respiratory movements, and thus it is entirely 
possible that, with these efforts, varying amounts of 
amniotic fluid and amniotic debris might be 
aspirated. The bronchi and the alveolar spaces 
are thus coated and occluded with this protein 
material, thereby preventing proper aeration of 
the lungs after birth. As the swallowing reflex is 
also being developed, quantities of this material 
may be ingested, and, after birth, may be 
regurgitated and aspirated. These possibilities are 
more likely to occur in premature and Caesarean 
births than in normal term cephalic delivery. Why 
this is so is not clear. It may be that lack of 
oxygen from disturbed placental function causes 
increased respiratory efforts on the part of the 
unborn babe. It has been mentioned that the 
high incidence of respiratory distress following 
Caesarean section may be due to the fact that the 
baby has not been conditioned by uterine contrac- 
tions or passage through the birth canal. The child 
of a diabetic mother, for some unknown reason, 
is prone to develop the membrane. 

The possible réle of oxygen in the production of 
the hyaline membrane is interesting. Experimental 
work at the University of Colorado has shown ' 
that the membrane could be produced in guinea 
pigs by the administration of 90 per cent oxygen 
over a period of thirty-six hours. The lung 
changes begin with desquamation of some of the 
epithelial structures and pulmonary edema. High 
concentrations of oxygen are frequently used over 
prolonged periods of time in the treatment of 
premature infants. 

The clinical picture is quite clear. The child 
at birth breathes spontaneously, although there 
may be an excessive amount of fluid in the upper 
respiratory passages no abnormalities are noted. 
The signs of respiratory difficulty make their ap- 
pearance within a few hours after delivery. 
Respirations become irregular and shallow. The 
lower thoracic cage retracts, while the abdomen 
expands, or respirations are entirely thoracic. 
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Fig. 1. Baby M., died seventy-two hours. Desqua- 
mated epithelium and the presence of the hyaline mem- 
brane in alveolus. 


Fig. 3. Protein 


Baby M., died seventy-two hours. 
precipitate in small alveoli. 


Fig. 5. Baby B. K., died thirty-two hours. 
material in small bronchi. 


Protein 


There is usually cyanosis of some degree. Muscular 
If the 
child survives over three days, it usually recovers. 


twitching and convulsions may follow. 


Postmortem examination shows an edematous 
and hyperemic lung. The alveoli are found to 
contain edematous fluid, amniotic fluid, vernix 


caseosa, cellular debris and, at times lanugo. Large 
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Fig. 2. Baby R. S., died forty-eight hours. Con- 
densation of protein material covering alveolar walls. 


Fig. 4. Baby G. K., died sixteen days. Hyperventila- 
tion with clubbing of alveoli due to rupture of the 
alveoli. 


Fig. 6. Baby M., died seventy-two hours. Protein 


material with terminal hemorrhage into alveoli. 


areas of atelectasis are also seen. Capillary en- 


gorgement is present to some degree. 
Prevention of the hyaline membrane should be- 
gin during the prenatal period. All feasible 
methods to bring the mother to term should be 
made. Active management of impending toxemia, 
the avoidance of strenuous activities which might 
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lead to accident physical damage and the proper 
control of the diabetic mother are of utmost im- 
portance. Whether early elective surgery should 
be performed because of the Rh factor is a de- 
batable question. It appears that a tendency is 
growing against this procedure. Surgical results 
have too often proven disappointing. Certainly all 
precautionary efforts must be put into play to pre- 
serve the newborn. Sensitization studies are 
routinely carried out during the prenatal period, 
although findings are often misleading and 
meaningless. A cord blood Rh test should be made 
on all children of Rh mothers. Immediate com- 
petent pediatric care is essential and equipment 
available for exchange transfusion. 

Proper choice and supervision of the analgesic 
and anesthetic is essential. The incidence of 
Caesarean section should be reduced. Compulsory 
consultation with a trained obstetrician, as is the 
practice in many hospitals throughout the country, 
will eliminate many unnecessary operations. As 
stated previously, there must, if these babies are to 
have a good chance of survival, be a thoroughly 
trained resuscitative team with proper equipment 
on hand for every section. The surgeon is too 
busy with the mother to pay too much attention 
to the child, and few of us are adept at resuscitative 
measures. Our tendency is to be too vigorous 
when gentleness and patience is all important. 

The avoidance of chilling of the fetus is urgent. 
Recordings have proven that the baby’s tempera- 
ture will drop up to 2 degrees during the period of 
transference from the uterus to the heated in- 
cubator. If possible, the child should be wrapped 
in a warm sterile towel or blanket. 

It is no more necessary to cut the cord immedi- 
ately following extraction in sections than it is 
following normal births, provided the mother is 
in good condition. A short delay is often beneficial 
to the child. If placed below the level of the 
uterus, it will drain back most of the placental 
blood, which represents a large transfusion for 
such a small individual. 
waiting, the placenta is separating and control of 


During this period of 


maternal hemorrhage is being aided by the use of 
oxytoxics. Secretions from the upper respiratory 
tract are drained during and after this period of 
delay. Manual milking of the trachea and nose 
and the use of a rubber suction bulb in the nostrils 
and mouth are very advantageous in the clearing 
of the air passages. In the presence of excessive 
secretion, the insertion of a tracheal catheter will 
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be of great aid in the removal of aspirated fluid. 
The use of the laryngoscope should be reserved 
for the person who is thoroughly skilled in its use. 
Laryngeal edema may follow improper use. Gastric 
intubation is a procedure which is not utilized 
often enough. Withdrawal of the stomach contents 
prevents further vomiting and pulmonary aspira- 
tion. This should be a routine procedure following 
each Caesarean or premature birth. 


An incubator must be at hand. After an ade- 
quate “drying-out,” the child is placed in the in- 
cubator in a Trendelenburg position and returned 
to the nursery. Continuous supersaturated oxygen 
is begun, but care is taken to keep the concen- 
tration below 70 per cent. Humidity is kept at a 
high level. Some machines are so equipped that 
they are able to produce a fine mist. Many 
pediatricians prefer the mist to plain humidity. 

Mechanical respirators are of doubtful value, 
and those which offer positive pressure may éven 
be dangerous. After the infant has once established 
respirations, the respirator may be of value in the 
maintenance of said respirations but it is useless 
otherwise. 

Respiratory stimulants are widely used, but their 
efficacy is doubtful. Clearing of the respiratory 
tract of secretions and adequate warmth will do 
more in resuscitating an infant than repeated in- 
jection of stimulants. Needless to say, feedings 
must not be given during periods of respiratory 
difficulty. 

All infants showing symptoms of the hyaline 
membrane and those subjected to tracheal aspira- 
tion should be given antibiotics for the first three 
or four days, as associated pulmonary infection is 
common. The hyaline membrane is often followed 
by pneumonia. The combination of penicillin and 
streptomycin is the preparation of choice. Vitamin 
B complex therapy is also advantageous to supple- 
ment necessary dietary deficiencies. 


Summary and Conclusions 


1. Premature and post-caesarean fetal mortality 
rates are too high. 

2. There are many causes for’ this high death 
rate, but chief among them is abnormal pul- 
monary ventilation. . 

3. The majority of cases, especially those of the 
hyaline membrane, are preventable. 


(Continued on Page 1000) 
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Management of Hearing 
Impairments 


By George E. Shambaugh, Jr., M.D. 
Chicago, Illinois 


Sw MANAGEMENT of the patient with a 

proceeds in_ three 
orderly successive steps: diagnosis, therapy and 
rehabilitation. 


hearing impairment 


The diagnostic study is the most important of 
these steps, for upon accurate and correct diag- 
nosis depends the possibility of improvement by 
treatment. The history of the onset and course 
of the hearing loss is followed by inspection of the 
external auditory meatus and tympanic mem- 
brane. The eustachian tube orifice is inspected 
and its patency is tested. Finally, the function of 
the inner ear is determined by the caloric test 
of the vestibular portion, and the hearing tests 
of the cochlear portion. 


The hearing tests are particularly important to 
the diagnostic study, for they will show whether 
the patient has a pure inner ear nerve loss, or 
a lesion of the sound conducting apparatus of the 
outer and middle ear. As a general rule, nerve 
losses are irreversible and cannot be improved by 
treatment, whereas most conductive losses can be 
improved or restored to normal by therapy. The 
tuning fork tests are still the otologist’s most 
reliable means for differentiating a nerve from a 
conductive loss, but with improved audiometry 
we are coming to place more reliance upon the 
air and bone audiogram. In a pure perceptive 
loss, the air and bone conduction audiograms will 
be superimposed. In a pure conductive loss, there 
will be a loss by air but normal hearing by bone. 
The air-bone gap is an accurate measure of the 
amount of conductive loss, while the bone curve is 
an accurate measure of the nerve loss. 

The diagnosis should be clear-cut and complete, 
including: 

1. The etiology of the hearing loss. In con- 
ductive losses this can be determined without great 
difficulty. In nerve deafness this is not always so 
easy, for in about a third of the cases that we 
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see, no apparent cause for the deterioration of 
the inner ear can be determined. 
2. An accurate measure of the degree of loss. 
3. The prognosis. Can this patient’s hearing 
be improved by therapy, and exactly how much 
improvement can be expected? Does he have a 
stable loss or will it be progressive? - 


Roughly, half of the patients who come to us 
with a hearing impairment prove to have a nerve 
type of loss. 

Some of the common causes for nerve deafness 
are worth mentioning, for while treatment cannot 
restore the loss, at least some of them are pre- 
ventable. 


1. A child may be born deaf. In some cases 
the highly differentiated failed to 
develop, and we term this “endogenous con- 
genital deafness.” In other cases the nerve loss 
was acquired in utero as a result of Rubella in 
the mother during the first three months of preg- 
nancy, or of quinine or streptomycin given during 
pregnancy. 
deafness.” 


cochlea 


We term this “exogenous congenital 


2. Anoxemia during delivery can damage the 
hearing nerve. Infantile jaundice from the Rh 
factor can have the same result. 

3. An acute febrile illness‘in early childhood 
can cause a toxic nerve deafness. 

The diagnosis of deafness in young children is 
not easy. When the child fails to begin to talk, 
the parents notice that he also does not respond to 
sound and begin to suspect his hearing. However, 
brain damage and emotional disturbance can have 
similar effects. Consultation with a child psycho- 
logist may be necessary to reach a definite diag- 
nosis. It is most important that the diagnosis of a 
severe hearing loss in a young child be made as 
early as possible, for if special training in speech 
and lip reading is begun at the age for acquiring 
speech, the child will learn to talk and lip read 
quite well. But if the special training is delayed 
too long, the child will express himself and com- 
municate by signs and will never learn speech. 

4. Cerebrospinal meningitis may invade the 
labyrinth with total deafness. 

5. Mumps, ordinarily considered a_ harmless 
illness, may involve and destroy the cochlear nerve, 
fortunately on one side only in most cases. 

6. Head trauma or fracture can cause con- 
cussion of thé labyrinth with dizziness and nerve 
deafness. 
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7. Quinine, salicylates, streptomycin, dihydro- 
streptomycin and some of the newer antibiotics 
are toxic to the eighth nerve. Dihydrostreptomycin 
is particularly dangerous since the hearing loss 
may not occur until several weeks or months after 
the drug is given. Penicillin is still the least toxic 
and the safest of the antibiotics. 

8. Congenital syphilis causes an_ interstitial 
keratitis in childhood, followed after some years, 
by a rapidly progressive nerve deafness. Prompt 
recognition and treatment of the luetic etiology 
will save useful hearing. 

9. Presbyacusis, the deterioration of the hearing 
nerve with age, is mentioned because all of us who 
pass the age of fifty will begin to show the loss of 
hearing for high tones if an audiogram is made. 
There is no treatment and no way of arresting or 
preventing presbyacusis. Vitamins, minerals, or 
other medicinal or injectable material are not of 
proven value for this or other kinds of nerve deaf- 
ness. 

10. Acoustic trauma accounts for about 10 per 
cent of patients with a nerve deafness. Prolonged 
exposure to noise above 90 decibels of intensity 
can injure the hearing nerve. Higher intensities 
are more injurious, and sudden bursts of noise 
produced by explosions, guns, punch presses, and 
other industrial processes, are particularly dam- 
aging to the hearing nerve. 


Noise deafness can be prevented, as follows: 


(a) In noisy factories, the noise level should be 
measured with a noise level meter. If the noise 
exceeds 90 decibels, a hazard exists. 

(b) Reduction of noise to a safe level by im- 
proved design of machinery or working area is the 
ideal method, but not always attainable. 

(c) Routine pre-employment audiograms of 
workers in traumatizing noise levels, followed by 
periodic retesting, will show up early beginning 
noise deafness so that the worker can be trans- 
ferred or required to wear ear protectors. 

11. One variety of nerve deafness that is worth 
mentioning because it is so common and because 
in the early stages it may be reversible, is laby- 
rinthine hydrops or Méniére’s disease. In this 
condition, there is an increased endolymphatic fluid 
pressure with a sense of pressure or fullness in the 
€ar, attacks of vertigo, roaring tinnitus, distortion 
of music, and a hearing impairment that fluctuates 
markedly. Some cases of hydrops of the labyrinth 
are due to a specific allergy and clear up under 
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allergic. management. Most.cases, however; are of 
unknown etiology. In the early stages limitation of 
salt and fluid intake and treatment with histamine 
or nicotinic acid may restore normal. hearing. In 
advanced cases with uncontrollable disabling 
vertigo, surgical destruction of the labyrinth may 
be. indicated. 

12. Psychogenic nerve deafness, rare in civilians 
and common in military life, accounts for some 
of the miraculous cures for deafness that one hears 
about. There are special tests that will detect 
psychogenic deafness, and the best results: will 
follow careful psychiatric study and therapy. 


Except for the rare patient with an emotional 
deafness, and the early case of labyrinthine 
hydrops, treatment for nerve deafness is futile. 
Having made sure that the diagnosis is correct 
and that the patient has an irreversible nerve loss, 
the physician must then prescribe specific re- 
habilitative measures. 

The first is lip reading, which will benefit every 
patient with a hearing loss. It is important to 
appreciate that even those of us with normal 
hearing, use our eyes to help out our ears. -As the 
hearing becomes impaired, the eyes become more 
and more important in helping to understand 
conversation. 

While some lip reading ability is picked up un- 
consciously, formal lessons will help to perfect the 
skill. 

Electrical hearing aids are beneficial to nearly 
all cases of conduction deafness, and to some, but 
not all, persons with nerve deafness: The physician 
can tell from the hearing tests whether the patient 
will be easily fitted with a hearing aid. If so, 
the patient may choose his own aid as he would 
an automobile according to price, appearance, and 
availability of service. On the other hand, the 
hearing tests may show that the loss is of a type 
that is more difficult to fit to a hearing aid. These 
patients should be referred to a hearing clinic 
for an impartial “hearing aid evaluation.” 

Auditory education with the hearing aid is 
indicated for certain types of loss. 

Speech correction instruction is indicated for 
patients with a profound deafness, to avoid 
acquiring or to correct bad speech habits. 

About half the patients that come to us with 
impaired hearing have a conductive type of loss, 
and fortunately, the majority of these can be 
helped by therapy. For example, in one year 
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(1950), of 1,046 patients that consulted us for 
their hearing, 626 had a conductive type of loss. 

There were ten cases of occlusion of the ex- 
ternal auditory meatus, four by cerumen, six by 
congenital atresia, and all ten could be improved 
by removing the obstruction. 

There were twenty-seven patients with a per- 
foration of the tympanic membrane. We are now 
able to close many of these perforations, even 
those of many years’ duration, with the restoration 
of good or normal hearing. 

There were thirty-four cases of chronic draining 
ears. Clearing up the chronic infection improved 
the hearing in approximately a third of these. 

Fifty patients had an adhesive middle ear deaf- 
ness resulting from a previous otitis media. Some 
of these can be improved by surgical procedures 
to reconstruct a sound conducting system. 

There were fifty two patients, mostly children, 
with blocked eustachian tubes. All of these could 


be helped by treatment. Some were due to hyper- 
trophied adenoids and cleared up after a thorough 
adenoidectomy. A few had lymphoid nodules in 
the eustachian orifices that required irradiation. 
A considerable number had a chronic nasal allergy 
with edema of the tubes. The routine testing of 


the hearing of all school children is recommended 
chiefly to discover these cases of tubal occlusion, 
for if detected promptly and treated early, normal 
hearing can be restored. Many of these children 
have ‘no idea that their hearing is defective—not 
knowing normal hearing, they expect nothing 
better. Too often their parents and teachers 
attribute their difficulties to disobedience, in- 
attention or just plain stupidity. All school chil- 
dren should have their hearing tested, preferably 
once a year, but at least once every three years. 


Of the 626 patients with a conductive loss seen 
in one year, 453 proved to have otosclerosis, 
Otosclerosis causes the majority of progressive 
deafness in early and middle adult life. The lesion 
of otosclerosis is a small nodule of new bone that 
slowly grows across the oval window until the 
passage of sound to the hearing nerve is com- 
pletely blocked. Good hearing can be restored by 
constructing a new labyrinthine window to take 
the place of the occluded oval window. The fenes- 
tration operation, performed carefully on properly 
selected cases, results in a permanent restoration 
of practical hearing in 70 to 80 per cent of the 
cases. Since patients with otosclerosis can wear a 
hearing aid with excellent results, the fenestration 
operation is strictly an elective procedure and 
should not be advised for the infirm and aged or 
for patients with considerable cochlear nerve de- 
generation. On the other hand, patients who 
have worn hearing aids and have finally had a 
successful fenestration operation, find that their 
improved hearing, while not completely normal, 
is generally more satisfactory and certainly more 
pleasant and agreeable, than with the best hearing 
aid. In ideally suited cases, therefore, the fenes- 
tration operation is the rehabilitative procedure 
of choice, provided the patient is suitable for the 
operation and is willing to accept the approxi- 
mately one out of five chance of a failure. 

In conclusion, I should like to emphasize that 
in the management of hearing impairments, the 
most important step is accurate diagnosis. In our 
experience, inaccurate or incorrect diagnosis is 
responsible for much useless treatment as well as 
failure to achieve the optimum results from 
therapy. 





THE POST-CAESAREAN BABY 


(Continued from Page 997) 


t. The presence of a trained resuscitative team, 
well equipped, should be present at the delivery 
of all prematures and at all Caesarean sections. 

5. Competent pediatric and nursery care are 
essential for all premature infants and for those 
who show symptoms and signs of the hyaline mem- 
brane. 


6. A reduction in the incidence of caesarean 
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section will greatly lower the frequency of the 
hyaline membrane. 
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An Evaluation of the Grand 


Rapids Water Fluoridation 
Project 


By John W. Knutson, D.D.S., Dr.P.H. 
Washington, D. C. 


IRST, I should like to thank you for the 

privilege and opportunity of participating in 
your meeting. Second, through you, and _ par- 
ticularly through the physicians of this city, I 
should like to express our deep appreciation to 
the people of Grand Rapids for the generous and 
understanding cooperation given throughout the 
controlled water fluoridation study which has been 
in operation here since January 25, 1945. 

The whole world owes a debt of gratitude to a 
community such as Grand Rapids which was 
willing to be the first to take on the new in order 
that some of the old might be laid aside. It takes 
something of a venturesome courage, and faith 
of an extraordinary type, to do as the people of 
Grand Rapids did in 1944 when they approved 
the fluoridation study project proposed by the 
University of Michigan, the Michigan State Health 
Department, and the U. S. Public Health Service. 
For that faith, understanding, and co-operation, 
health workers and scientists will forever be 
obliged to you. 

The Grand Rapids fluoridation project was 
started in 1945 with three major objectives. First, 
to determine the safety of the procedure; second, 
to determine its effectiveness as a mass method of 
reducing dental caries; and, third, to determine 
the practicability of the procedure. Among these 
objectives the one requiring most serious con- 
sideration under any circumstances was that of 
safety. It was the factor which received the 
closest scrutiny and assessment before the people 
of Grand Rapids were asked to undertake 
fluoridation on a study basis. 

I am sure none of you would imagine that any 
one of the participants in the study, the University 
of Michigan, the Michigan State Health Depart- 
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ment, or the U. S. Public Health Service would 
have proposed the project had there been any 
reasonable doubt about its safety from the stand- 
point of effects on the people of Grand Rapids. 
Our concern for safety then, was not that we had 
any doubt that a concentration of 1.0 p.p.m. of F. 
could be maintained in the water supply or that 
the people of Grand Rapids would suffer in any 
way. We knew that Grand Rapids had a very 
conscientious, highly competent director of its 
water works. But we didn’t know how much of 
his conscientious attention and skill would be re- 
quired to maintain the fluorine concentration at a 
level of 1.0 p.p.m. In other words, what were 
the technical difficulties in using mechanical 
feeders to regulate the fluorine concentration? * If 
failures in equipment occurred, in what direction 
would they occur? How often and how elaborate 
would the fluoride tests have to be? Again, let 
no one think that any one of us would seriously 
consider exposing the population of a city of 
165,000 people to a possible hazard of unknown 
risk. 

The direct information available to us in 1944 
on the dental and other physiological effects of 
fluoride-bearing drinking water on man _ was 
collected in areas where the water naturally con- 
tained appreciable amounts.” Here I should like 
to say parenthetically that the only difference be- 
tween natural and controlled fluoridation from a 
chemical standpoint is that in the first instance 
the fluoride accrues to the water supply through 
leaching of fluoride-bearing rock traversed by the 
water and, in the latter case, from fluoride com- 
pounds added in controlled amounts by machinery. 
The form of the fluorine in the water in either 
case is that of the fluoride ion. Therefore it seems 
to me of particular importance to those who are 
concerned about the safety of fluoridation that 
nature provided an abundant laboratory in which 
to determine its effects on man. 

Here in the United States, there are 62,000,000 
people using drinking water containing 0.1 to 0.6 
p.p.m. of fluorine. Another 3,000,000 use drinking 
water which naturally contains 0.7 to 1.5 p.p.m 
An additional million people are using drinking 
water with more than 1.5 p.p.m. Furthermore, I 
want to remind you that fluorine is a familiar 
substance in our dietary. Fish is relatively high in 
fluorine. Pablum, a widely used baby food, has or 
has had from 8.0 to 15.0 p.p.m. Tea leaves have 
a high concentration ranging from 30.0 to 60.0 
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p.p.m. Liver, which is prescribed as one of our 
health giving foods in special conditions, contains 
fluorine. Thus, we are not dealing with a sub- 
stance which is foreign to the dietary of the 
American people. It is a very common one.* 
Basically, the proposal to control the fluoride 
content of the drinking water represents an un- 
willingness to continue to accept the helter-skelter 
amounts added by nature. In general, communities 
with less than 0.6 p.p.m. do not have enough and 
today 800 of these communities representing over 
15 million people have instituted controlled 
On the other hand, the 3,000,000 
people who have 0.7 to 1.5 p.p.m. in their drinking 
water have within the range of the optimum 
amount. Those having more than 1.5 p.p.m. should 
concern themselves with the problem of reducing 
the fluorine concentration to the optimum amount. 
A relatively large number of people had for 
generations used naturally fluoridated drinking 
water, yet no scientific evidence indicated a hazard 
related to the use of such water where the fluorine 
concentration was below 1.5 p.p.m. Mottled 
enamel was the general sign associated with 
higher concentrations. This, of itself, appeared to 
be good presumptive evidence of the safety of 1.0 
p-p-m. since several of the high-fluoride com- 
munities were in areas with university hospitals 
which were associated with teaching, research, and 
graduate medical activities such as autopsy ex- 
aminations and the study of pathological speci- 
mens. 


fluoridation. 


A comprehensive physical examination 
including roentgenograms of the skeletal tissues 
and blood chemistry had been made of the con- 
tinuous residents of Bartlett, Texas, whose drinking 
water contained 8.0 p.p.m. of fluorine.* The 
results of this study indicated that mottled enamel 
was the only consistent symptom of excessive 
fluoride ingestion. There were slight indications 


of increased bone density in a small percentage of . 


cases but in none of these was there any. sign of 
interference with function. The findings on 
mottled enamel were in accord with the thoroughly 
established observation that as the fluorine con- 
centration in the drinking water increases above 
1.5 p.p.m. the percentage of cases with mottled 
enamel and the severity of the mottling increases. 

In addition, there have been extensive animal 
studies on the physiological effects of fluorine. 
The results of these have confirmed the observa- 
tion on human subjects. The finding of major 
importance is that the first signs of excessive in- 
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gestion of fluorine through the drinking water 
route are found in the teeth. The most sensitive 
tissues to fluorides are calcified structures and 
the most sensitive of these is developing enamel. 

It is for this reason that a large part of the 
studies relating to the physiological effects of 
fluorides are concerned with their effect on calci- 
fied tissues. Nevertheless, the studies do include 
observations on the elimination of fluorides by the 
kidneys and the skin. They include studies on 
height and weight, and the incidence of bone 
fractures. Finally, they include detailed examina- 
tions of mortality data by cause of death and a 
comparison of these data for high-fluoride areas 
with similar data for areas having low or fluoride- 
free drinking water. None of these studies have 
presented evidence which would contraindicate 
controlled water fluoridation. 


The basic plans for the Grand Rapids water 
fluoridation project provided for the collection of 
base line and periodic follow-up data on dental 
and related conditions. Provision was also made 
for collecting similar data in a control city, 
Muskegon, Michigan, whose source of drinking 
water was the same as that of Grand Rapids. In 
addition, comparable data would be collected in 
Aurora, Illinois, a community whose drinking 
water has an optimum natural fluoride concen- 
tration of 1.2 p.p.m. Dental caries experience 
would be recorded as the total number of teeth 
with evidence of being decayed, missing, or filled 
(DMF for permanent teeth and def for primary 
teeth) .*? 


A comparison of the base line dental caries 
experience in permanent teeth of continuous resi- 
dents of Grand Rapids (19,680 children), 
Muskegon (4,291 children), and Aurora (5,116 
children) are shown in Figure 1, by age. Note 
that the average number of DMF permanent teeth 
per child for Grand Rapids and Muskegon chil- 
dren, by age, were quite similar in 1945. On the 
other hand, Aurora children consistently had 
approximately two-thirds less dental caries experi- 
ence. 


A study of these prevalence lines (Fig. 1) shows 
that the number of DMF teeth increases in 4 
straight line fashion with increasing age so that 
Grand Rapids children aged 16 years have 13.5 
DMF permanent teeth. Thus, it can be readily 
estimated that Grand Rapids children were 
accumulating 1.3 DMF permanent teeth per year 
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in 1945 and Aurora children were accumulating downward trend in the caries experience line for 
0.5 DMF teeth per year. Grand Rapids becomes more apparent as time 
The next figure (Fig. 2) shows the relationship after fluoridation increases. The trend is in the 


of the DMF prevalence lines to each other five direction of an approach to the Aurora line which 


and eight years after fluoridation was started. The is being reached first in the younger age groups 


*Decayed, missing or filled. (Fig. 3). This observation is in accordance with 
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the finding that in order to obtain the full dental 
caries inhibiting effects of fluoridated drinking 
water, children must use the water from birth 
when the teeth begin to calcify, onward. 

Inasmuch as the results of the Grand Rapids 
study have been disseminated during the past 
three years and inasmuch as they are in full accord 
with the results of similar, independent studies 
conducted in other communities, such as New- 
burgh, New York; Brantford, Ontario; Sheboygan, 
Wisconsin; Marshall, Texas; Evanston, Illinois; 
and Lewiston, Idaho, there is now virtually unani- 
mous agreement that the fluoridation of water 
supplies brings about a marked reduction in dental 
caries experience. The reduction in terms of av- 
erage number of teeth attacked by caries is of the 
order of 60 to 65 per cent. However, this estimate 
is conservative since the number of surfaces af- 
fected per tooth and the degree of caries are also 
reduced. 

It has frequently been said that the benefits of 
fluoridated water are limited to children below 
eight years of age, that is, to the period when 
enamel is being formed. However, this statement 
is not in accord with the results of an internal 
analysis of post-fluoridation dental caries experi- 
ence. For example, Grand Rapids children who 
were eight years old at the time fluoridation started 
are now sixteen years old. Today’s sixteen-year- 
olds have 25 per cent less DMF teeth per child 
than their counterparts had in 1945. Furthermore, 
as eight-year-olds in 1945 they had an average of 
2.9 DMF teeth and eight years later they have 
10.1 DMF permanent teeth. Therefore, the annual 
incidence rate is 0.9 DMF teeth, or more than 30 
per cent less than the 1.3 rate observed in 1945. 
An extension of this type of internal analysis of 
the data leads to the conclusion that the benefits 
of water fluoridation are by no means limited to 
young children. Approximately one third of the 
benefits can be obtained after the enamel is calci- 
fied and after the teeth have erupted. Therefore, 
a continuation of the exposure of the teeth to 
fluoridated drinking water is essential to the 
maintenance of maximum benefits such as those 
observed in the comparison of findings for adults 
in the Boulder-Colorado Springs study. 

As is to be expected, the reduction in caries 
experience observed in Grand Rapids children in 
terms of average number of DMF permanent teeth 
is accompanied by a marked increase in the pro- 
portion of children whose permanent teeth are 
1004 


caries-free. This comparison is shown in Figure 4. 
Note that more than three times as many children 
aged six years had one or more DMF teeth in 
1945 as their counterparts have in 1953. 

The findings on dental care expressed as filled 
permanent teeth indicate that the amount of 
dental care has remained remarkably stationary 
over the eight-year period of the study (Fig. 5). 
However, maintenance of the same level of care is 
bringing about the highly desirable goal of closing 
the wide gap between dental service needs and 
dental care. Manifestly, the ideal situation would 
be reached when needs and care are equal. 
Fluoridated drinking water is making the approach 
to this ideal a practical reality in Grand Rapids. 

As you know, untreated dental caries is the 
major cause of tooth loss in children. Figure 6 
shows the marked reduction in loss of permanent 
teeth by age, that has been accomplished in Grand 
Rapids during the past eight years. This reduction 
is directly traceable to the reduction in dental 
caries experience and is not due to an increase in 
the level of dental care. 

The effects of fluoridated drinking water on the 
prevalence of dental caries in the primary or 
“baby” teeth of Grand Rapids children are shown 
in Figure 7. Note that the 1953 children aged 
four, five, and six years, have less than half as many 
def primary teeth as their counterparts had in 
1945. Since exfoliation of primary teeth, both 
carious and sound, proceeds rapidly after age six, 
a full evaluation of the benefits of fluoridated 
water cannot be obtained by a direct comparison 
of prevalence data for children who are older. 
Nevertheless, the prevalence lines show the 
differences are appreciable. 

Thus, the dental health benefits which have 
accrued to Grand Rapids children since 1945 and 
which are attributed to the fluoridated drinking 
water are quite apparent. Fluoridation has meant 
appreciably less dental caries, fewer toothaches. 
fewer dental abscesses and accompanying infection 
of dental origin, and a closure of the gap between 
dental service needs and care. An assessment of 
the corollary health and economic benefits is 
difficult, but the absurdity of the following state- 
ment is obvious, “Nothing will be lost by post- 


poning fluoridation and everything is to be gained 
by learning more about the details of the physi0- 
logical action of fluorides.” 


Studies on the non-dental physiological effects 
of fluoride ingestion are continuing. To date, the 
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Fig. 11. Mortality rates* for nephritis in the U. S., 
Grand Rapids, and Muskegon, 1943-1950. (Based on 


population estimates). 


Fig. 13. Mortality rates* for heart disease in the U. S., 
Grand Rapids, and Muskegon, 1943-1950. (Based on 


population estimates). 


States. It is of special interest that for nephritis 
Grand Rapids rates are consistently below those 
for both the U. S. and Muskegon (Fig. 11). For 
cancer (Fig. 12), for heart disease (Fig. 13), and 
both Grand 
Rapids and Muskegon tend to have higher rates 
than comparable rates for the United States. 
However, it is of interest to this evaluation that 
in each case Grand Rapids rates are either similar 
or lower than those for Muskegon. Muskegon did 
not begin fluoridating its drinking water supply 
until 1951 so that foreach of the years covered 
these comparisons, 1943 through 1950, 
Muskegon’s drinking water was not fluoridated. 


for intra-cranial lesions (Fig. 14) 


in 


The conclusion for this evaluation is, then, that 
absolutely no indications or suggestions of un- 
desirable non-dental physiological effects can be 
attributed to the fluoridation of the drinking water 


*Adjusted for age, race and sex. 
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Fig. 12. Mortality rates* for cancer in the U. S., 
Grand Rapids, and Muskegon, 1943-1950. (Based on 
population estimates). 


Fig. 14. Mortality rates* for intra-cranial lesions in 
the U. S., Grand Rapids, and Muskegon, 1943-1950. 
(Based on population estimates). 


in Grand Rapids during the past eight years. The 
striking dental benefits have not been offset by 
any undesirable consequences. 
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Fluoridation of the Public 
Drinking Water 


By John E. Summers, M.D. 
Grand Rapids, Michigan 


C. J. Stringer, M.D., and A. L. Stanley, M.D. 
Lansing, Michigan 


c lee QUESTION of fluoridation of the public 
drinking water has almost entered the realm 
of religion and politics in that the discussion of 
this subject frequently leaves the sphere of 
scientific discussion. It seems quite well established 
now that.all of the enlightened elements of society 
stand for the fluoridation of the public water and 
all of the backward and cultist groups stand 
against it. Thus, those opposing fluoridation have 
been classified by the American Dental Associa- 
tion as follows’®: 


1. Drugless healers of all types. 


2. Members of a religious group who believe 
that fluoridation constitutes medication. (This 
opposition occurs in some areas only.) 


3. Those who oppose fluoridation simply be- 
cause it is advocated by an opposing political 


party. 


4. Those who fear an economic threat to their 
sale of such things as vitamin and mineral 
preparations. 


3. Obscure “‘scientists” and self-appointed pro- 
tectors of the public who object to every public 
health measure. 

However, a review of the known facts might 
help to illuminate the problem. 


History 


In 1908, Dr. Frederick S. McKay (Fig. 1), a 
dentist in Colorado Springs, Colorado, became 
interested in a disease of the teeth known as 
“Colorado brown stain.” Investigation of the 
people of Colorado Springs revealed that 80 per 
cent of those people native to Colorado Springs 
possessed teeth showing, to a greater or lesser 
degree, the brownish discoloration of teeth known 
as “Colorado brown stain.” In 1916, Dr. McKay 
and Dr. Black, a chemist, described the histo- 
pathology of “Colorado brown disease.” They 
found that these brownish discolored teeth showed 
“absence of the cementing substance between the 
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enamel rods, which accounted for the grayish, 
spotted, and, in some cases, the dead white appear- 
ance of the teeth.” (Fig. 2). These teeth were 
also hypoplastic. Because of this grayish splotched 


J 





Fig. 1. Dr. Frederick S. McKay, 
dentist, Colorado Springs, Colorado. In 
1908 Dr. McKay became interested in 
mottled teeth, called “Colorado brown 
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stain.” After years of investigation in 
many communities in America and 
abroad, he proved that the cause of 
mottled teeth was in the drinking water. 


appearance of the teeth, they were referred to as 
“mottled enamel.” It was not until later, after 
the cause of the disease was known, that the term 
“dental fluorosis” was coined. 

Through the years, Dr. McKay extended his 
investigations of “mottled enamel” throughout 
Colorado, then in South Dakota, Idaho, Cali- 
fornia, Arkansas, Arizona, Kansas, Illinois, Virginia 
and then abroad in Europe. He observed that 
“mottled enamel” occurred in endemic areas and 
only in those people who were born and had spent 
the first several years of life in that particular 
area. He became convinced that the cause of 
mottled enamel was in the drinking water. 

In 1928, Dr. McKay was commissioned by Dr. 
Grover Kemph, epidemiologist of the United 
States Public Health Service, to survey the situ- 
ation at Bauxite, Arkansas. At Bauxite, shortly 
after the installation of a water system derived 
from three deep wells, severe endemic mottled 
enamel made its appearance. In 1928, Dr. McKay, 
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after an investigation of the area, recommended 
that the source of the drinking water be changed. 
The artesian wells were sealed off and water was 
brought to Bauxite through a four-mile pipe line 


Figs. 2 and 3. Photographs loaned through the cour- 
tesy of Don McNeil of the Wisconsin State Historical 
Society, Madison. Mr. McNeil writes: “Enclosed you will 


find two five-inch by seven-inch photographs of mottled , 


teeth which were taken, I believe, at Britten, South 
Dakota, sometime in the 1920’s. I believe the fluorine 
content (of the drinking water) as marked on the back 
of the picture was six parts per million.” 


from the Saline River. Ten years later, in 1938, 
Dr. McKay and Dr. H. T. Dean of the Public 
Health Service, revisited Bauxite and resurveyed 
the populace. They found that no further occur- 
rence of “mottled teeth” had occurred since the 
source of the drinking water had been changed. 
Further, they observed that the caries rate was 


higher in teeth not “mottled.” An analysis of 
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the drinking water of Bauxite in 1931 by H. V. 
Churchill, chief chemist of the company who 
owned Bauxite, revealed the presence of fluorine. 
At about the same time in 1931, Margaret C. 
Smith, working at the University of Arizona, pub- 
lished her work wherein she had _ produced 
“mottled teeth” in experimental animals by 
feeding and injecting fluorides. 

Up until 1937, the primary interest of the 
dentists had been directed towards eliminating the 
cause of “mottled enamel,” or as it is Called since 
the cause was discovered, “dental fluorosis.” 
Studies of the teeth of individuals living in areas 
of endemic dental fluorosis and those living in 
areas where dental fluorosis did not occur and 
correlation with the fluoride content of the water 
revealed that where the fluoride content of the 
water was below one part per million (1 ppm) 
dental fluorosis (mottled enamel) did not occur. 

Also, the observation that dental caries ap- 
peared to be less prevalent in areas of endemic 
dental fluorosis was extended. After 1937, the 
concept of the fluoride content of the domestic 
water supply was expressed as follows: 


1. Those waters containing the optimal con- 
centration of fluoride, i.e., 1 ppm and requiring no 
additional fluoride. 

2. Those waters containing an excess of fluoride 
and thus requiring removal of the excess to pre- 
vent mottled enamel. 

3. Those waters deficient in fluorine, to which 
fluoride might be added to bring the concentration 
up to the optimum in order to lessen the amount 
of dental decay in the community. 

Having conceived the idea that the optimum 
concentration of fluorine in the drinking water 
to assist in the prevention of dental caries was | 
ppm, the next step was to add fluoride to the 
drinking water of those communities where the 
fluorine was lacking. 

The first community to have its public drinking 
water fluoridated was Grand Rapids, Michigan. 
“The addition of sodium fluoride (NF) to the 
Grand Rapids water supply started in January, 
1945. Since that time, the people of this city have 
been ingesting water with a fluoride content of | 
ppm F,.”!° On May 2, 1945, fluoridation of the 
water supply of Newburgh, New York, was begun. 
Rather extensive studies of the teeth of the chil- 


dren of these cities and of other areas have been 
made. 8:10:15+16-35,45,46,48,49,50,53,58, 71,119,123 
c . 
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Up to March 19, 1953, a large number of com- 
munities throughout the nation have fluoridated 
their public drinking water.** Some of the larger 
communities who have fluoridated their public 
water are Little Rock, Arkansas; San Francisco, 
California; San Diego, California; Washington, 
D. C.; Miami, Florida; DeKalb County, Georgia; 
Decatur and Evanston, Illinois; Fort Wayne and 
Indianapolis, Indiana; Cedar Rapids and Daven- 
port, Iowa; Louisville, Kentucky; Washington 
suburban area, Maryland; Baltimore and suburban, 
Maryland; Grand Rapids, Ann Arbor, Battle 
Creek, Bay City, Jackson, Kalamazoo, Muskegon 
Saginaw and Highland Park, Michigan; St. Paul, 
Minnesota; New Rochelle and Rochester New 
York; Charlotte, Greensboro and Winston Salem, 
North Carolina; Fargo, North Dakota; Canton 
and Youngstown, Ohio; Pittsburgh, Pennsylvania; 
Providence, Rhode Island; Chattanooga, Ten- 
nessee; Corpus Christi and Wichita Falls, Texas; 
Burlington, Vermont; Norfolk, Richmond and 
Lynchburgh, Virginia; Wheeling, West Virginia; 
Madison, Wisconsin (Wisconsin has more com- 
munities with fluoridated water than any other 
state) ; and Tuscaloosa, Alabama.**® 

It can be seen that the dental profession and 
especially McKay of Colorado Springs, Dean, 
Arnold and Knutson of the dental division of the 
U.S.P.H.S. have been the main springs in the 
fluoridation program. 

Let us now turn to another aspect of the fluori- 
dation problem, i.e., that aspect having to do with 
the chemistry and metabolism of fluoride. 

In 1933, rather complete reviews of fluorine 
were published by DeEds*®* and McClure® and 
more recently by Hodge and Smith.” Fluorine is 
the lightest and most active of the family of ele- 
ments known as “the halogens,” the other members 
being chlorine, bromine and iodine. 


Occurrence and Distribution 


Fluorine is one of the most widely distributed 
elements. In the first mile of the earth’s crust it 
ranks 12th in occurrence. “Commercial deposits of 
calcium fluoride or fluorspar occur in Illinois and 
Kentucky; Ireland and Greenland have important 
deposits of cyrolite, a double fluoride of sodium 
and aluminum; and the great phosphate deposits 
of Florida, Tennessee and Kentucky contain about 
4 per cent of the element which is present as 
fluoapatite, a double phosphate and fluoride of 
calcium. It is present in most soils and in the 
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bones and teeth of animals. Sea water contains 
approximately 1 ppm of the element, and it is 
present in amounts varying from mere traces to 
significant concentration in a certain percentage 
of the public water supplies of this country. The 
brochure prepared by the Council on Dental 
Health of the American Dental Association pre- 
sents the figures of Hill and co-workers indicating 
that of 6,299 public water supplies examined, 
1,416 contain in excess of 0.6 ppm of fluoride and 
many of the remaining supplies contain lesser 
amounts. Fluorine is present in a great many foods, 
although the average daily intake from food is 
small, being estimated by McClure at 0.19 to 0.32 
mg.’°° Fluoride is a constituent of “1080,” so- 
dium fluoroacetate, a rodenticide. 

In fresh bones the fluorine content varies from 
1000 to 3900 parts per million. Fossil bones contain 
from 4,000 to 14,000 parts per million, and the 
teeth of elephants and mastodons of pliocene ages 
have 25,000 to 30,000 ppm respectively. The 
greater the geological age of fossil bones, the 
greater the fluorine content. This fact has been 
utilized to estimate the geological age to which a 
fossil belongs. This increasing content of fluorine 
with geological age has been attributed to the 
formation of the insoluble calcium fluoride, the 
fluorine being derived from the water coming in 
contact with the skeleton.®® 


Metabolism of Fluorine 


A large amount of work on experimental animals 
has been done to find out the actions and the 
effects of fluorine on the body?!»41:5%85,90,100,105,121, 
116,118,122, 

Fluorine has been demonstrated in all tissues. 
“However, the constant occurrence of fluorine in 
tissues does not constitute proof that fluorine has 
a biological role. In view of the widespread dis- 
tribution of fluorine in soils, waters and plants, it 
is entirely possible that the presence of fluorine in 
animal tissues is an expression of the inevitable 
tendency to establish a chemical equilibrium be- 
tween the organism and its environment.”®® 

The body attempts to dispose of fluorides in two 
ways: (1) by excreting it in the urine, (2) by 
storing it in the bones and teeth. This fixation of 
the fluoride in the skeleton is a very firm one. 
The deposition of fluoride in the bones is an ac- 
cumulative one. 

The bones of older individuals contain more 
fluoride than those of the younger. Experimen- 
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tally, the fluorine retained. from sodium fluoride 
varied with the total fluorine ingested in a 
straight line relationship when fluorine is admin- 
istered in the drinking water.” 

The action of fluorine on the body is described 
as that of acute poisoning and chronic poisoning. 


Acute Poisoning 


Acute poisoning with fluorine has occurred upon 
the ingestion of roach poisons containing fluorine. 
“The pathologic picture is one of hemorrhagic 
gastroenteritis and acute toxic nephritis accom- 
panied by more or less damage to the liver and 
other organs. Some of the signs and symptoms 
have been ascribed to a lowering of the blood cal- 
cium, but others result from the inhibitory action 
of the fluoride ion upon the activity of one or more 
enzymes that function in the sequence of reactions 
by which the energy of carbohydrates is made 
available for the metabolic activity of the tis- 
sues.”’"* According to DeEds® the average acutely 
fatal dose of the fluorides for mammals is, orally, 
0.5 gram per kilogram of body weight. 


‘Chronic Poisoning (Chronic Fluorosis) 


As mentioned above, chronic poisoning has been 
produced animals for many 
years. Chronic fluorosis has been reported as oc- 
curring in sheep, cattle and goats pastured on land 
where the vegetation was contaminated by fluoride 
bearing dusts derived from phosphate deposits.’* 
Animals so poisoned have spotted teeth, thickened 
bones and become lame and weak. 

Chronic fluorosis in the human has been inves- 


} M4 +7,8, ,39,46,47,56,72,76,77 
tigated and  described.®*%:1%-2982,30,46,47,56,72,06,0%; 
87,88,92,97,99,112,117,121,126,134 


in experimental 


Roholm**:!?! described chronic fluorosis occur- 
ring in cryolite workers. From his studies, he was 
able to state’? 


“Tf the result of the réentgen examination is to be sum- 
marized, the first thing to emphasize is the fact that the 
affection is a system disease, for it attacks all bones, 
though it has a predilection for certain places. The 
pathological process may be characterized as a diffuse 
osteosclerosis, in which the pathologic formation of bone 
starts both in periosteum and in endosteum. The com- 
pacta densifies and thickens; the spongiosa trabeculae 
thickens and fuse together. The medullary cavity de- 
creases in diameter. There is a considerable new bone 
formation of bone from periosteum and in ligaments that 
normally do not calcify or only in advanced age undergo 
a considerable degree of calcification. All signs of bone 
destruction are absent from the picture.” More recently 
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Largent, et -al8?.. have. reported: on ' “Roentgenographic 
Changes and Urinary Flouride Excretion Among Work- 
men Engaged in the Manufacture of Inorganic Fluorid«s,” 


However, the x-ray alone is not sufficient to 
detect early changes in the bones and joints from 
fluoride poisoning. Thus, Largent and co-workers,” 
who have performed original research into this 
problem, state: 


“Rabbits were fed diets containing fluorine to the 
extent of 12 to 50 mg per day for a period of:sixteen to 
ninety-two days. Macroscopic bone changes developed ‘in 
every animal so fed, and the fluoride content of the 


skeleton increased greatly. Roentgenographic examina- 


tion failed to reveal the presence of these early bone 
changes. The new bone resulting from excessive absorp- 
tion of fluorine by rabbits has a non-specific basic archi- 
tecture that bears a general resemblance to the callus 
resulting after fracture.” 


Action of Fluorine on the Teeth 


Fluorine is deposited in the enamel of the teeth 
before eruption and stays there.* “To date, avail- 
able data indicate that the benefits derived from 
ingested fluorine-water occur during the years of 
tooth development; that is, through the first eight 
years of life (excluding the third molars). After 
the teeth have calcified fluorine ingested inpotable 
water is apparently not effective.”’* The hypo- 
plastic effects of fluorides on the developing tooth 
enamel can only be produced during the years that 
the enamel organ is functioning.?° “Mottling of 
the enamel has been studied in some detail histo- 
logically; the hypoplasia results from the failure of 
the ameloblast to function properly. The columnar 
cells are altered in appearance, sometimes becom- 
ing flat and cuboidal: this is a nonspecific response 
that has also been observed following mechanical 
injury and in certain vitamin deficiencies.”” 

Another aspect of dental fluorosis is brought out 
by Smith and co-workers’”® who independently dis- 
covered that fluorine was the element in the water 
responsible for mottled enamel:178 “To one who 
is familiar with the disfiguring dental defect known 
as mottled enamel which affects the teeth of every 
person who drinks water containing as little as 
1 ppm of fluorine during the years of tooth forma- 
tion, this recommendation (to add fluorides to the 
water) seems, to put it mildly, unsafe. There is 
ample evidence that mottled teeth, though they 
be somewhat more resistant to the onset of decay, 
are structurally weak, and that unfortunately when 
decay does set in, the result is often disastrous. 
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TABLE I,!10) DENTAL CARIES FINDINGS, 
DECIDUOUS TEETH 


Dental caries findings, deciduous teeth in Grand Rapids 
and Muskegon, Michigan, school children, four to thirteen 
years of age, according to year of examination. The 
Grand Rapids water supply was fluoridated in January, 
1945. The Muskegon water supply contained no fluorides. 














Number of Decayed, Extraction Indicated, 
or Filled Deciduous Teeth Per Child 
Age _ 
Last Basic Basic 
Birthday |Examinations|Examinations Grand Muskegon 
1944-45 1944-45 Rapids 1951 
Grand Rapids} Muskegon 1951 
4 4.186 5.050 2.131 4.460 
5 >. 369 6.820 2.273 5.248 
6 6.431 7.167 2.977 5.667 
Fj 6.293 6.663 4.031 5.771 
8 5.782 6.061 4.908 5.320 
9g 4.591 4.885 3.856 4.173 
10 2.837 3.084 2.426 2.855 
11 1.345 1.328 1.162 1.460 
12 .473 .422 .295 312 
13 .176 . 234 kit .147 

















From Table I, we note that during the basic examina- 
tions before the Grand Rapids water supply was fluori- 
dated that the Muskegon children had more carious 
teeth per child than the Grand Rapids children. For the 
effect of fluoridated water, note that in 1944-45 in Grand 
Rapids, prior to fluoridation, the average seven year old 
child had 6.293 carious teeth. After fluoridation, the 
average seven year old child had 4.031 carious teeth. 
In Muskegon in 1944-45 the seven year old child had 
6.663 carious teeth. In 1951 (water not fluoridated), he 
had 5.771 caries. Thus, there was some decrease in caries 
in Muskegon, although the water remained without fluorine. 


The chart graphically presents the results of a 
survey Of the situation in St. David, Arizona, a 
community where water supplies range from 1.6 
to 4.0 ppm of fluorine. This survey included the 
adult group so that a truer picture of the durability 
of mottled teeth could be obtained. 


It may be seen that although only 33 per cent 
of the children in the age group from twelve to 
fourteen years showed any caries lesions, the per- 
centage of persons with carious teeth increased 
with age as was to be expected. Beyond the age 
of twenty-one years, there were relatively few in- 
dividuals in which caries had not developed. That 
the result of the onset of caries was especially se- 
vere is reflected in the high percentage of all age 
groups with extracted teeth. Caries once started 
evidently spreads rapidly. Steps taken to repair 
the cavities in many cases were unsuccessful, the 
tooth breaking away when attempts were made to 
anchor the fillings, so that extraction was the only 
course. That decay was widespread and repair 
was highly ‘unsuccessful among the young adults is 
shown by an incidence of more than 50 per cent of 
false teeth in the age group twenty-four to twenty- 
six years. This high incidence of false teeth ap- 
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TABLE I1.10) DENTAL CARIES FINDINGS, 
PERMANENT TEETH 


Dental caries findings, permanent teeth, in Grand 
Rapids and Muskegon, Michigan, school children, five to 
sixteen years of age, according to year of examination. 
Recall that the Grand Rapids water supply was fluoridated 
in January, 1945, while the Muskegon water supply 
remained free of fluorine. 














Number of Decayed, Extraction Indicated, 
Fs or Filled Permanent Teeth Per Child 
ge 
Last Basic Basic 
Birthday |Examinations|Examinations Grand Muskegon 
1944-45 1944-45 Rapids 1951 
Grand Rapids} Muskegon 1951 
5 .109 .065 .048 eae 
6 .775 .811 . 259 .799 
7 1.886 1.988 .844 1.879 
8 2.945 2.810 1.577 2.629 
9 3.898 3.808 2.040 3.516 
10 4.921 4.906 2.929 4.323 
ll 6.409 6.318 3.669 5.338 
12 8.073 8.655 5.886 7.708 
13 9.734 9.981 6.600 9.364 
14 10.945 11.995 8.211 11.356 
15 12.482 12.862 8.906 12.381 
16 13.499 14.068 11.061 13.161 

















From Table II, the examination of the permanent teeth 
of the seven year old children in 1944-45 revealed 1.886 
carious teeth per child. In 1951, after fluoridation, the 
average seven year old had .844 carious teeth. In Mus- 
kegon in 1944-45 the average seven year old had 1.988 
carious teeth. In 1951 (water not fluoridated) he had 
1.879 carious permanent teeth. You will see that the 
16 year old child in Grand Rapids, prior to fluoridation, 
had 13.499 carious teeth, and after drinking fluoridated 
water for six years, the average 16 year old had 11.061 
carious teeth. In Muskegon, he had 14.068 carious 
permanent teeth in 1944-45 and 13.161 carious perma- 
nent teeth in 1951 (water not fluoridated). 


peared in all subsequent age groups.” 

Whereas very extensive studies revealing the 
allegedly beneficial caries reduction action of fluo- 
ridated water on the teeth of children have been 
Peguner begs, 6:88 54. 25, ee erase practically 
nothing has been published on the teeth of adults 
who have lived in an area of endemic fluorosis. 


Affect of Fluoridated Water on Human Beings 


The main question is: What will be the effect 
on the human body after many years of ingestion 
of water containing fluorides 1 ppm? Since it has 
been estimated®* that over 3,000,000 Americans 
have lived all their lives in naturally fluoridated 
areas, one would naturally assume that investiga- 
tion concerning the bones and joints of these peo- 
ples would have been made. Unfortunately, very 
little research other than that pertaining to the 
teeth of children has been performed. 

McClure’*” studied the records of a large num- 
ber of young army inductees and found that those 
coming from areas of endemic fluorosis compared 
favorably as to bone-fracture-experience, height 
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and weight with those boys coming from areas 
where there was no dental fluorosis. 

Schlesinger et al'** are reporting on a study of 
the children of Newburgh, New York, where fluor- 
idation of the drinking water was started on May 
2, 1945. X-rays of the right hand and both knees 
of each child included in the study each year have 
been taken and interpreted by an impartial ob- 
server as showing no abnormality. 

Arnold’ reported that radiologic survey of 114 
persons who had lived for at least fifteen years at 
Bartlett, ‘Texas, where 8 ppm fluoride in the drink- 
ing water was present, revealed some increase in 
the bone density of the bones in 12 per cent of 
those examined. 


Comment 


It has been recommended that the public drink- 
ing water be fluoridated to 1 ppm in order to 
decrease dental caries in children. As a result of 
the “Seventh Year of Grand Rapids-Muskegon 
Study”® it is reported: “There has been a reduc- 
tion in dental caries rates in permanent teeth of 
Grand Rapids children ranging from 66.6% in 
6-year old children to 18.1% in the 16-year age 
group. Similar results have been obtained regard- 
ing the deciduous teeth.” A review of Tables I 
and II taken from this report is quite interesting. 
A study of these tables reveals some decrease in 
dental caries in both Grand Rapids and in Mus- 
kegon. (Muskegon children were used as controls, 
as their water supply was not fluoridated.) The 
figures show a greater decrease in dental caries in 
Grand Rapids after the water supply was fluori- 
dated. One wonders what other factors could be 
involved to promote this slight decrease in dental 
caries. The average eight-year-old child in Grand 
Rapids prior to fluoridation had 2.945 carious 
permanent teeth. After drinking fluoridated wa- 
ter for seven years, the average eight-year-old 
child had 1.577 carious permanent teeth, a reduc- 
tion of less than 50 per cent. The average sixteen- 
year-old child in Grand Rapids, prior to fluorida- 
tion, had 13.499 carious permanent teeth. After 
drinking fluoridated water for seven years, the 
average sixteen-year-old had 11.061 carious perma- 
nent teeth. This certainly shows that fluoridation 
is not the whole answer to dental caries, and cer- 
tainly does not help after the eighth year of life. 

Fluoride, even when ingested in small amount, 
is deposited in the skeleton. In this regard Smith 
et al’*’ state: “A critical evaluation of a number 
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of pertinent papers published during the past fif- 
teen years, together with certain observations in 
our own laboratories, suggest that in individuals 
continually ingesting small amount of fluoride 
about 33 per cent of the dose is deposited in the 
skeletal system.” Rib and vertebral samples {rom 
eighty-five males and seventy-three females who 
had ingested the Rochester water containing 0.06 
“The bone fluoride concen- 
tration is seen to increase in a regular fashion with 
increasing age.” 

The fact that the teeth of some of the children 
who ingest 1 ppm fluoridated water show mild 
dental fluorosis is evidence that excessive fluoride 
intake is present even in early childhood. Whereas, 
the fluoridated water has no further action on the 
teeth after eight years of age, the skeleton con- 
tinues to store fluoride as long as fluoridated water 
is taken. Some further investigation in this matter 


is desired and can be expressed by quoting Hodge 
and Smith’®: 


ppm F revealed’*’: 


“In areas of the country where drinking waters are 
naturally fluoridated, large population groups have been 
exposed for generations with no readily evident ill effects 
(save mottling of the enamel when more than 2 ppm 
of fluoride are present). Careful epidemiological studies 
are needed to prove statistically this impression. More 
information is needed on the incidence and severity of 
diseases, such as arthritis, that might conceivably have 
some component of skeletal change involved. More infor- 
mation is needed on the occurrence of anemia, thyroid 
disease, kidney disease, as well as of oral disease.” 


Summary 


The dental profession in their very laudable de- 
sire to decrease dental caries have publicized the 
fact that children reared on fluoridated (1 ppm) 


water will have less dental caries. A review of 
the statistics from the Grand Rapids-Muskegon 
study (Tables I and II) shows that the decrease 
in dental caries after fluoridation of the drinking 
water is not nearly as much as one is lead to be- 
lieve. One wonders just how much fluoridation 
has to do with the decrease in dental caries. It is 
clear that fluoridation is not a cure-all for dental 
caries. The biochemists who have carried out re- 
search work on the skeletal retention of fluorides 
have not been able to give their unqualified sup- 
port to the drinking water fluoridation program. 
Several facts stand out in this matter. First, fluo- 
rides, even when ingested in low concenration, are 
deposited in the bones and teeth. It has been 
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shown experimentally that microscopic changes 
occur in bones and joints of animals fed fluorides 
before any changes are seen on x-ray examination. 
Extensive bone changes have been reported in 
people who have ingested excessive amounts of 
fluorides. What changes in the bones and joints 
and other organs will occur after fluoridated water 
(1 ppm) has been ingested for twenty years? 
This problem certainly should be investigated. 
Those peoples interested in arthritis should inves- 
tigate this possibility. Second, the ingestion of 
fluoride admittedly is beneficial only during the 
first eight years of life, before the eruption of the 
permanent teeth. There is no evidence available 
to indicate that adult teeth are benefited by the 
continued ingestion of fluoride. (Note the 18.1 
per cent reduction in caries in the sixteen-year-old 
age group in Grand Rapids and the 15.5 per cent 
decrease in the Muskegon eleven-year-olds). Since 
fluoride has no known beneficial effect on the 
body, and in certain instances and in certain con- 
centrations is detrimental, is it reasonable that a 
person should continue to ingest fluoride all his 
life for a possible 50 per cent reduction of dental 
caries in his early years? Third, is it true, as has 
been reported by the original investigators,’** that 
the teeth of adults who have been reared in areas 
of endemic fluorosis show no decrease in dental 
caries, are more brittle than normal and that a 
high percentage of such young adults have false 
teeth? This matter should certainly be inves- 
tigated. Fourth, there is great danger of acute 
fluorosis occurring in those individuals who feed 
the sodium fluoride into the machines fluoridating 
the public water unless strict precautionary meas- 
ures are observed. 


In consideration of these observations, it is sug- 
gested that further extension of the fluoridation 
program await more accurate clarification. The 
alleged beneficial effects of fluorides on the teeth 
of children can be obtained by local applications 


and other ways. At the same time, the value of 
proper diet, vitamins, brushing the teeth and fre- 
quent dental inspections should not be forgotten. 


td 
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CURRENT STATUS OF RESEARCH ON VACCINATION 
AGAINST POLIOMYELITIS 


(Continued from Page 985) 


the conditions favored the appearance of mutants 
and the selective overgrowth of those which would 
multiply most rapidly in the nonneural tissue. 
When this was done twenty or more times, there 
appeared a distinct modification in the virulence 
of the cultures. Quantitative tests suggested that 
these cultures might consist of a mixture of a 
very large number of avirulent virus particles and 
a smaller number of virulent ones. By diluting 
such cultures 10 million times it was possible to 
obtain the offspring of the particles present in 
greatest numbers. These purified cultures did not 
possess. the virulence of their ancestors for the 
nervous system of the monkey, but multiplied very 
extensively in the kidney tissue cultures outside the 
body; the presence of virus was, in fact, recognized 
by the destructive effect on the epithelial cells 
growing out of the kidneys in tissue culture. How- 
ever, when these cultures were injected into living 
monkeys they produced no detectable effects on 
the kidneys or other organs, but did produce im- 
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munity against their highly virulent ancestors. 
Studies are now in progress on the properties and 
genetic stability of these viruses and the conditions 
under which they can be regularly cultivated in 
avirulent form. Studies are also in progress on 
poliomyelitis viruses carried by healthy children 
during nonepidemic times to determine whether or 
not nature might not already have selected more 
stable avirulent variants than it may be possible to 
produce experimentally. The outcome of these 
studies will indicate whether or not it will be pos- 
sible to use avirulent strains to provide human be- 
ings with long-lasting immunity against the para- 
lytic consequences of poliomyelitis. 

Poliomyelitis has been with us a long time and 
produces serious disease in only a small proportion 
of the population. In my opinion, therefore, these 
promising studies should proceed as rapidly and 
extensively as possible, but without undue haste in 
attempting to transfer them or to apply them to 
millions of human beings. 
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A New Conception of Acne 


By Noah E. Aronstam, M.D. 
Detroit, Michigan 


HIS dermatosis has been aptly designated as 

the “plague of youth,” for it attacks in the 
majority of cases, early adolescents of both sexes. 
The etiology of this affection is still a mooted one. 
Formerly, we were prone to attribute acne to five 
salient underlying factors: (1) the sexuo-menstrual 
factor, (2) focal infection, (3) gastrointestinal dis- 
turbance with a subheading of faulty diet, (4) 
allergy, and (5) multo-vitamins. 

None of these seems to fit, however, in the vast 
number of cases observed in practice; we meet 
with many individuals of early adolescent age, or 
at the onset of puberty, who are perfect specimens 
of health, wherein the above-mentioned factors 
could be readily eliminated. Thus, the treatment 
heretofore advocated and resorted to for the re- 
moval of the above-mentioned causes, prove un- 
satisfactory. Neither a strict dietary regime, nor 
the administration of autogenous or stock vaccines 
for focal infections as the cause of and the disease 
per se, nor estrogenic hormones, inclusive of corpus 
luteum intramuscularly, neither the latest fad of 
pluro or multo-vitamins administration have been 
of little value in this cutaneous affection, nor have 
the mycins been of greater value, or the adminis- 
tration of arsenic in chronic cases. 

A new school of thought has developed in recent 
years, which takes the position that—although 
taking the above etiologic factors into considera- 
tion, they are at best, subsidiary or contributing 
causes—places great emphasis upon the local 
origin of acne. 

During the advent of puberty or adolescence, 
all the secretory, excretory and incretory glands of 
the body seem to run riot in a most flagrant 
manner; to be more specific, the sebaceous glands 
of the face, scalp, shoulder and back predominate 
in this process of exuberant growth. These glands 
furnish an oily secretion-sebum, which is a normal 
function, serving as-a lubricant to the body surface. 
Early adolescence, however, enhances this function 
and another picture presents itself to us, viz., the 
clinical manifestation of acne. This condition is 
agerivated by the early use, misuse and abuse of 
Cosrictics, to which girls at an early teen age be- 
con: accustomed. These cosmetics form plugs in 
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the sebaceous ducts, that lead from the glands to 
the cutaneous surface, thwart the natural absorp- 
tion of ultra violet emanations from the sun to 
flood the skin. Deprived of this salubrious influence 
of the actinic rays, micro organisms readily develop 
at the site of or underneath the plugs, creating 
the clinical picture of comedones and the various 
types of acne, such as acne simplex or folliculitis, 
acne vulgaris, acne varioliformis, et cetera. Unna, 
Sabouraud and Gilchrist all recognized this process; 
in fact, Gilchrist and Unna both isolated a baccilus, 
which they named the baccilus of acne or Unna. 

With this concept in mind, our treatment has 
radically changed: instead of attacking acne from 
within, we must do so from without and thus 
resort to various extraneous modi operandi, such 
as lotions, ointments, mild medicinal soaps, radio- 
active substance such as uranium, x-ray treatments, 
ultra violet exposures and vapo-therapy, etc., not 
excluding the important factor of extracting the 
plug or comedone, commonly called the blackhead, 
by the comedo spear or extractor, of course, under 
aseptic precautions, supplemented by the discon- 
tinuance of facial cosmetics. 

These last mentioned methods have proven of 
considerably greater value than any internal 
medication originally used by dermatologists. Acne 
ordinarily disappears spontaneously as the in- 
dividual grows older, in most cases when the person 
reaches the age of twenty-five; and thus tempus 
curat has demonstrated to be the best therapeutic 
agent; but unfortunately youth is rather self- 
conscious and sensitive about appearance, par- 
ticularly girls, and to prevent an inferiority com- 
plex in causing injury to their developing minds, 
the process of time should be assisted by the local 
therapy suggested above, which can be accom- 
plished very easily. 

Summary 


If the early dermatological authorities, par- 
ticularly Unna, Sabouraud and Gilchrist were alive 
today, they would undoubtedly accept the rational 
treatment of acne by the local therapeutic agents 
mentioned above, such as lotions, ointments, mild 
medicinal soaps, radio-active substances such as 
solutions of uranium acetate 2 per cent, x-ray 
treatment, ultra violet exposures and vapo-therapy. 
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Sensory Precipitation 
of Seizures 
By Reginald G. Bickford, M.B. 


Rochester, Minnesota 


yy eas the study of epileptic mechanisms is 

at best a difficult undertaking, the results 
obtained from such investigations may be regarded 
as doubly rewarding since in revealing the epileptic 
process they simultaneously provide us with valu- 
able data on the mechanism of brain function. 


seizures and, of course, there has been great inier- 
est in this aspect of epileptic mechanisms from 
earliest times. From the research point of vicw, 
patients with seizures whose precipitants can be 
clearly recognized, provide valuable material since 
in many instances their seizures can be reproduced 
under conditions of optimum observation such as 
movie and electrographic recording and in this 
way details of the mechanism are likely to be 
clearly revealed. From the practical clinical stand- 
point the information gained may be of consider- 
able value in the treatment of the patient. 

I would like to illustrate these ideas with a de- 
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Upper tracings illustrate light sensitivity in an eleven-year-old epileptic boy. A 


seizure discharge is produced by stimulating with flashing light and on the right the protection 
afforded by welders’ glasses is shown. These suppress the response. 

The lower tracings are from a different .eleven-year-old boy who induced his attacks by 
hand waving when facing a bright light. Waving of hand is shown by tracing from photocell 


placed below left eye. 


This patient was serisitive to rer light and could be protected by 


Corning minus red spectacles as shown on the right. 


This is nowhere better illustrated than in the work 
of Hughlings Jackson concerning the site of origin 
of epileptic seizures which opened the way to our 
understanding of localization of function in the 
cerebral cortex. 

We may expect to derive similar rewards from a 
study of the factors which precipitate epileptic 


Presented at the Michigan Clinical Institute, Detroit, 
on March 12, 1954. From the Laboratory of Electro- 
encephalography, Mayo Clinic, Rochester, Minnesota. 


1018 


scription of some cases which have been investigat- 
ed in our laboratory over the past six or eight 
years. The commonest sensory mechanism evolved 
in the precipitation of seizures, is the optic system 
and the fact that light could induce seizures was 
probably known to the Greeks and two such cases 
were described by Gowers in 1888. A diligent 
search for light sensitivity among an unselected 
group of epileptic patients will probably reveal its 
presence in some 3 to 5 per cent of all patients. 
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Fig. 2. An eight-year-old child who had petit mal attacks brought on by looking at 
patterned clothing. Note the occurrence of a multiple spike-wave seizure discharge on looking 
at the doctor’s tie or his father’s coat. Seizure discharge stops as child looks away. 
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tors are prominent and these cases form excellent 
examples of psychosomatic syndromes, the psycho- 
logical component being grafted on to a basic or- 
ganic light sensitivity. 

The treatment of these light-sensitive epileptics 
raises a number of interesting points. Some of the 
patients have their attacks only in relation to light 
stimulation, and in these instances the attacks can 
be prevented by appropriate protective measures. 
Tests of spectral sensitivity have shown that in 
some instances it is only the red component of 
light that is involved in the convulsive effect, and 
excellent results may be obtained by prescribing 
glasses which exclude the red end of the spectrum. 
One of the most effective of these is the Crookes 
minus red lens (Fig. 1. Lower tracing). In the 
more usual case of a wide spread spectral sensi- 
tivity, a neutral tinted glass has to be employed, 
and the over-all reduction in illumination will have 
to be considerable. The effect of corrective glasses 
was evident in two of these patients. Both made 
excellent progress with dark glasses and one has 
been entirely free from seizures, even though medi- 
cation has remained unchanged. 

In rare instances, visually induced seizures re- 
quire a more highly organized and physiological 


stimulus than the rather crude repetitive light 


stimulus of the cases described above. We have 
seen one such patient. He was a boy, aged six 
years, whose parent had noticed that frequently 
when he walked down the street, he would stop 
and begin staring at someone’s clothing. The ma- 
terials which attracted him most were large plaid 
squares, and his parents noticed that the staring 
attacks were associated with turning of his eyes 
and inability to respond to questions. The story 
suggested that he might be sensitive to visual pat- 
terns, and on testing in the laboratory this was 
indeed found to be the case (Fig. 2). 

We have seen a few cases in which an even more 
specific stimulus is required to bring on an attack. 
These are cases of epilepsy related to reading, and 
it is with particular interest that I bring these 
cases to your attention because I was fortunate in 
having the assistance of Dr. Joseph Whelan, who is 
now in Detroit, in their investigation. These 
patients give the story that prolonged reading will 
give rise to their attacks, which usually consist of 
generalized convulsions preceded by an aura of 
“clicking” or movement in the jaw. If the patient 
stops reading when the clicking is first felt, the 
attack usually passes off without leading to a gen- 
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eralized convulsion. In the three cases we ave 
investigated, these patients do not have seizures 
under any other condition than that associated 
with reading, and it is clear that we are dealing 
with a highly specific stimulus which must pre- 
sumably be acting at a fairly high level of neuronal 
integration. 

Let us leave the visual system now and consider 
shortly some examples of seizures that may be in- 
duced by a sound stimulus. The commonest of 
these are seizures that result from startle effects of 
an unexpected or unusually loud sound stimulus. 

Perhaps the most interesting, though the rarest, 
of the sound-induced seizures, is the so-called 
musicogenic seizure. An example of this kind of 
attack is described in the sound movie which will 
now follow. shown.) This 
patient showed a minimal left temporal focal 
dysrhythmia in her resting electroencephalogram 
and during the seizure there was a generalized 
discharge of the kind usually seen in temporal lobe 
automatisms. It was thought that the patient had 
a left temporal lobe lesion, probably atrophic in 
type, though we did not have an opportunity of 
confirming the diagnosis by surgical exploration. 

I would like to conclude with a suggestion to 
clinicians to be constantly on the alert for pre- 
cipitating factors in their patients’ seizures. In 
many instances, these will not be discovered unless 
specific questions are asked covering the various 
categories of precipitation. The patient is much 
more likely to volunteer that nonspecific factors, 
like fatigue or worry, bring on his attacks than 
he is to have noted that, for instance, his attacks 
occur only on sunny days, The electroencephalog- 
rapher will also miss the diagnosis in these cases, 
unless he. is prepared to record the electroence- 
phalogram under varied conditions of stress in con- 
trast to the classical recording condition of relaxa- 
tion and the more recent recommendation of 
sedation and sleep. This is what I like to call 
“dynamic electroencephalography” and this tech- 
nique can show its true potentialities only when 
there is really close liaison between clinician and 
electroencephalographer, or where they are repre- 
sented by the same person. I firmly believe that 
simple but detailed studies of individual patients 
of this kind are more likely to lead us to an 
understanding of epilepsy than the ill-digested 
statistical conglomerations of clinical and electro- 
encephalographic data that presently clutter and 
choke our scientific journals. 
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Child Psychiatry in Pediatric 
and General Practice 


By Ralph D. Rabinovitch, M.D. 
and 
Sara Dubo, M.D. 


Ann Arbor, Michigan 


| ghee has moved ahead very rapidly 
in the past several decades and, as in the 
case Of many young sciences, developments have 
occurred sometimes so fast that it has been difficult 
to keep abreast of them. The major stimulus to 
this rapid growth came from World War II 
experience which in a dramatic way focused at- 
tention on basic mental health realities. While 
the earlier concern of psychiatry was largely with 
problems of severe and chronic mental illness the 
emphasis has shifted to the study and treatment of 
milder emotional disturbances and practice outside 
the State hospital. Along with these broadened 
efforts at psychotherapy, there has been increasing 
concern with problems of etiology and prevention. 
Research interest has centered on such basic issues 
as the development and structure of the personality 
and the etiology of adult dysfunctions. This has 
led inevitably to investigations into the dynamics 
and problems of childhood and the field of child 
psychiatry has grown rapidly in response to many 
challenges. 

Beyond the research area, our wartime experi- 
ence had a profound effect on the general attitude 
in America toward psychiatry and_ psychiatric 
treatment, and this is reflected in greater demand 
for clinical services. In the children’s field, there 
have been many developments within communities, 
oriented toward early case finding and treatment of 
emotional disturbance. Thus, we have observed 
the development and expansion of child guidance 
clinics, family service societies and other casework 
resources, diagnostic and treatment facilities 
within the schools, special juvenile agencies and 
youth bureaus within the Courts and other 
analogous efforts in varying settings. Many of 
these developments are new and have occurred in 
response to a definite need manifested by the large 
number of children disturbed or delinquent in our 
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communities. 


They all represent mental health 
facilities, hopefully preventive in focus, but usually, 
by necessity, called upon after troubles have 
developed; in many ways they are preventive more 
in theory than in practice. 

In contrast to these new community media, there 
is an old mental health resource, as old as the 
practice of medicine itself, the réle of the prac- 
titioner in the lives of his patients. While 
psychiatric theories have changed through the 
years and new facilities and methods have evolved, 
the major opportunity for implementing mental 
health principles remains, as it has through the 
centuries, in the hands of the good physician. 
True, the orientation of medical practice has at 
times made it difficult for the practitioner to play 
his optimal role in psychologic medicine but, 
despite the vicissitudes, the challenge is none the 
less great. It is, in fact, today greater than ever, 
because our families are more aware of the rdéle 
of emotions in health and disease, and this is 
nowhere more apparent than in the area of child 
care. 

It is almost impossible for the average young 
couple today to escape some consciousness of the 
culture’s preoccupation with good and_ bad 
methods of child rearing and for them to avoid 
personal preoccupation with these issues. Many 
parents today are, in fact, confused and mothers 
especially tell us that they feel threatened. They 
cannot pick up a magazine without reading some 
dire warning of ways in which they may be ruining 
their child, and for all time. They are self- 
conscious and their spontaneous enjoyment of 
their children is impaired by too much random 
self-evaluation and fear. If you mention the 
word “mother” today to an oriented group of 
parents, they will associate with the word 
“mother” only “rejection” or “over-protection” 
as though love were no longer in operation 
or in vogue. Mention the word “sibling” 
and the response will be an unqualified “rivalry,” 
as though this were the only reality in sibling re- 
lationships. Recently, fathers have come in for 
more study, and important and valid as these 
studies are, we shudder to think of the associations 
to “father” that mothers’ study groups will be 
producing in the coming years. It would seem 
that efforts at public education in psychological 
insights have been only partially successful and in 
some ways have done harm. Benjamin Spock has 
this to say about the problem: 
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“Our respect for scientific authority has created 
anxiety in that it has robbed young parents of a natural 
confidence in their ability to take care of their children 
and made them vulnerable to every shift of scientific 
discovery and opinion.” 


Similarly concerned, Leo Kanner writes: 


“Wholesale accusations of villainy and treachery 


have tended to make the contemporary mother uneasy 
about her maternal role, have driven her to abandon her 
reliance on her own genuineness and naturalness, have 
sent her off to gulp down a mixed diet of literature on 
child rearing which floods the market, and have forced 
her to examine guiltily every act, every move, and every 
word addressed to her child. . . . Mothers need less 
universal censure, less wholesale condemnation and more 
sympathetic understanding.” 


Most pediatricians and child psychiatrists agree 
with Drs. Spock and Kanner but the problem is 
by no means simple. We live in an age of scientific 
curiosity, of the glorification of the know-how and 
we want the stamp of scientific approval on the 
refrigerator or car we buy, the school to which 
we send our children, and, no less, the methods of 
child care which we embrace. 
need for guidance today, and medicine must pro- 
vide this guidance with full awareness of both the 
positive and negative potentials in the methods 
we use. From experience in recent years, it seems 
evident that education in child care on a mass 
level is fraught with many dangers; the more 
individualized the approach, the more effective 
and therapeutic. The responsibility, then, for this 
education rests with the individual physician, and 
it is in the insightful performance of this function 
by physicians that we shall find the antedote to the 
present destructive mass scare techniques. 

On the other hand, it may be that parents have 
sought advice in popular magazines and lectures 
because medicine has not met adequately the 
public’s need for guidance. The reasons for this 
are many, and a major one has been a sense of 
doubt, suspicion or frank hostility toward psychia- 
tric principles on the part of many general prac- 
titioners and pediatricians. These attitudes stem 
in part from the fact that psychiatry is so young a 
science within the body of medicine and is regarded 
by many as untried and unproven. Sometimes, too, 
the language of psychiatry, often closer to Greek 
than to English, has represented a barrier to 
interest and understanding, and sometimes 
psychiatry has been so preoccupied with theory 
that it has confused potential friends who have 
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Parents feel a 





beat a hasty retreat from esoteric speculation. But 
psychiatry is coming of age, and certainly child 
psychiatry is becoming increasingly aware of these 
factors and, with maturity, is doing somcthing 
about them. Both our concepts and our language 
are being simplified, and we are working toward 
better methods of integrating what definitive 
knowledge we have—and this is by no means in- 
significant—into the general body of medicine. 

The task, then, of attempting to maintain and 
further mental health in our culture through the 
implementation of optimal child. care practices 
within families falls to the practitioner or pedia- 
trician who has direct contact with the parents 
and child. Of the fact that here lies the primary 
key to preventive psychiatry, there can be no 
doubt. Prospects in this area are all the more 
intriguing, because of the changing nature of 
medical practice. With immunization preventing a 
growing number of diseases, with new knowledge 
of dietary needs, new methods of handling pre- 
mature and with diseases 
handled by antibiotics in a way not dreamed of 
just a few years back, the emphasis of the 
future will be on preserving and enhancing health 
rather than on treating disease. To exclude 
emotional health of children would be both tragic 
and irresponsible; if medicine should do so, some 
other discipline will preempt the function, a trend 
already in evidence. 

At this point, it might be well to review our 
present knowledge of personality growth and to 
consider optimal ways in which children’s psycho- 
logic needs can best be met within the family. 
The accompanying chart may prove a convenient 
point of departure. Psychologic development is 
summarized from birth to adolescence. The chart 
indicates approximate age periods, which of course 
are very flexible, and the major personality 
characteristic that evolves in each period is 
indicated. The legends beside the arrows refer 
to the experiences the child requires to help him 
develop optimally in each stage. The age divisions 
are arbitrary but serve as a convenient way of 
stressing different developmental needs at various 
age levels. 


infants, infectious 


1. Infancy.—Perhaps the most important single 
area of psychiatric research in the last decade has 
had to do with the needs of infants and the effects 
of deprivation in the earliest years. Through the 
study of infants reared in institutions and deprived 
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of the opportunity for direct mothering, we have 
come to recognize that failure to gratify early 
needs leads to a later affectionless personality 
characterized by lack of capacity to establish 


aware of the mother but only of his own inner 
tensions. When he is hungry, she feeds him; 
when he is cold she warms him; when he is lonely 
she cuddles him. Gradually, he comes to recognize 


A CHART OF PERSONALITY DEVELOPMENT 


5. Adolescence 
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sonable controls. 


Primary relation- 
ship and sense of 
trust. 


depth relationships, lack of social awareness and 
frequently severe delinquency because there is no 
inner restraint to impulses. These are among the 
most tragic children we see, and while this psycho- 
pathic personality entity was once thought to be 
constitutional in origin, there is ample clinical 
evidence today to show that it has its roots in the 
lack of opportunity for establishing a relationship 
with a mother person in the early years. The 
condition is all the more tragic then, because it is 
preventable. Having established this relationship 
between total deprivation and later psychopathic 
correlate, workers moved on to the study of specific 
experiences in infancy that lead to the opposite— 
warmth and depth of personality. The matrix for 
these characteristics appears to develop during the 
first year and has its origin in the primary re- 
lationship established by the child with the mother 
who cares for him. At birth, the infant is not 
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her touch, the tone of her voice and, after some 
months of repeated gratification of his physiologic 
needs and tensions, he establishes a meaningful 
relationship with her. By the end of the first year, 
this relationship should be well established; upon 
this first relationship, the child builds all others; 
without it, he remains affectionless. Recognizing 
this, pediatric practice has moved gradually in the 
direction of facilitating the closeness of infant and 
mother, and mechanical blocks to this closeness 
have been removed. Practices to encourage 
spontaneity on the part of the mother have been 
developed. For example, our maternity hospitals 
in increasing number are having mothers partici- 
pate actively in the care of their infants from the 
first day on. Many a mother recalls in an earlier 
day hearing a baby cry in a common nursery down 
the hall in the hospital, being certain that it was 
her baby, and unable to go to him, feeling helpless 
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and often angry. Today with rooming-in, through 
which the baby is close to the mother from birth 
on, she can tend to him herself, and by the time 
they leave the hospital she knows her baby, his 
particular cry, his feeding habits, what makes him 
comfortable. Doctors and nurses have helped her 
develop techniques in handling the baby and have 
absorbed much of her anxiety. At home, she no 
longer adheres to a rigid schedule but feeds the 
baby when he is hungry according to his own 
rhythms. Following this self-demand feeding 
method, she finds that before long the baby puts 
himself on a schedule dictated by his needs and 
no other baby’s. She fondles him without fear of 
spoiling him, and she gains confidence as the baby 
responds to her. Her techniques are her own and 
in their details will vary from mother to mother 
according to each mother’s personality. If a 
mother feels relaxed and confident, she will com- 
municate her pleasure to the baby, and both will 
be off to a good start. Whether this period, per- 
haps the most vital in the life of the child, will 
be relaxed and comfortable for both mother and 
baby will depend to a significant degree on the 
attitude of the doctor, on how he handles anxiety 
within the family and uses his relationship with 
the parents to increase their spontaneity and 
realize their full potentials as parents. 


2. Years One to Three.—Having established a 
feeling of trust in his world through his relation- 
ship with his mother, the child in the second year 
and on reaches out to explore the world. He begins 
to develop a feeling of himself as a person who 
can perform and accomplish. He wants to feel 
everything, to push and pull, to experiment with 
gravity. He is thrilled to find that by a simple 
turning of his wrist he can create a river of milk 
on the floor, beautiful music with a spoon and a 
pan. If his every effort of reaching out is met 
with prohibition and threat, he will not enjoy his 
new-found capacities and he will fail to integrate 
into his personality the kind of spontaneity and 
sense of adventure with which we hope our chil- 
dren will face life. At the same time, he must 
learn that there are limits, and controls must now 
be imposed judiciously and consistently. A major 
accomplishment of this period is toilet training, 
and the way a mother handles this is often a 
reflection of her general attitude. 

Duriiig this period, the doctor can often ob- 
serve undue fear on the part of the mother of the 
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child’s exploratory efforts, undue demancs for 
control or accomplishment beyond the capacity of 
the child, over-compulsiveness regarding diet or 
toilet training or over-permissiveness on the part 
of a mother unduly fearful of inhibiting the child, 
No one is in a position like the pediatrician or the 
family doctor to observe these attitudes and no 








one _can_ help the-mother with them on the spot 
as effectively. Diagnosing and handling such 
familial attitudes is the keystone of preventive 
psychiatry. 

Much has been written about specific methods 
of handling individual aspects of child care in 
these early years. Actually techniques seem to 
matter a great deal less than the tone which is 
communicated to the child. There is no panacea 
in breast feeding, self-demand feeding, late toilet 
training or any other single aspect of child care. 
The gesture counts less than the affect or 
emotional tone behind the gesture, and it would 
seem important that we, as physicians, com- 
municate this to our families. There are ample 
anthropologic data to give scientific credence to 
such a view. Permissiveness can become as much 
a ritual as rigidity in child care and it is our 
job to help families strike a balance and above all 
preserve their sense of competence and _ spon- 
taneity as parents. 


3. Years Three to Six—Much has been written 
about sex education for children. In general, we 
now tend to answer questions frankly as they are 
raised and encourage children to feel free to bring 
questions to us. But by far the most important 
aspect of sex education for children is their living 
experience within the home. Exposed to an 
atmosphere of understanding and love between 
parents and between parents and children and 
accepted by both parents, a child gradually comes 
to understand the meaning of family relationships. 
He recognizes differences in the sexes in this 
period of years, three to six, and comes to identify 
himself with his father as a girl identifies herself 
with her mother. There is no special problem in 
this process, and sexual awareness and comfort can 
be integrated by a child as readily as any other 
aspect of his personality, if the family situation so 
allows. 

As the child evolves sexual consciousness, he 
can be overstimulated and not infrequently today 
we find children exposed to too much handling 
at this period, to too much frank lovemaking on 
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the part of the parents, and it is often the réle 
of the doctor to interpret these situations as he 
observes them. If he does not, who will? 


4, Elementary School Years.—By the time 
children enter school, they begin to view them- 
glves comparatively. They are exposed to group 
pressure at school and in play, and they wonder 
how they are measuring up to what is expected. 
How the child answers this question to himself 
will determine how competent he feels. Because 
each child has his own level of capacity and can 
do only as well as he is able in competition with 
others, it is important that whatever his level be, 
inasmuch as possible he will have a feeling of 
accomplishment and success. If he is exposed to 
frustration outside the home, then acceptance 
within the family is all the more important for 
him. In our culture, we stress so much “Be a 
success” to our children; it isn’t too easy, however, 
to define success to them. We are coming gradu- 
ally to recognize individual differences more 
frankly, to accept children as they are, to rank 
them less, and to allow them to grow without 
the shadow of guilt that has engulfed so many 
in the past. 

To interpret limitations in children to their 
parents is often difficult but very necessary if 
children are to avoid unnecessary frustration and 
discouragement. Then, too, many parents expect 
too much of normal or gifted children and seem 
never satisfied. Here, again, there is need for 
interpretation, and the earlier, the better. 


3. Adolescence.—It is difficult to summarize in 
a brief paragraph the situation of adolescents to- 
day. Reading the papers, we might get the 
feeling that as a group they have gone to the dogs 
and are all marauding vandals. This is far from 
the truth. Delinquency among adolescents does 
represent a major social problem today, but it is 
probably not much greater than it has been for 
many years past, and the majority of adolescents 
are still law-abiding citizens-to-be whom we can 
trust and respect. It is important that we bear 
this in mind, because children tend to live up 
to what is expected of them, and we must avoid 
having our adolescents feel that we have lost 
respect for them. Actually, adolescents, more than 
any other group, tend to reflect the tensions of 
the times, and there is no denying the confusion 
and uncertainty of our world today. Stability in 
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their immediate relationships is essential for our 
adolescents, and their great need is to understand 
just where they belong and how they can be most 
productive. Referring back to our chart, we can 
postulate that having evolved from infancy, 
meaningful relationships and a sense of trust, 
feelings of spontaneity and capacity to accept con- 
trols, comfort in sexual identity, and feelings of 
competence, the adolescent can be expected to 
move on to new responsibilities and maturity. His 
world, however, must be as stable as possible, the 
adults about him as honest and ethical as they 
can be, and opportunities for guidance about 
sexual matters, job future and other vital pre- 
occupations made available to him. 

Of necessity, this outline of personality develop- 
ment and children’s needs has been abbreviated, | 
but in essence it represents the trend of current 
psychiatric thinking. We hope that implicit in 
this discussion will be found opportunities for pre- 
ventive involvement by medical practitioners in 
their practice of total medicine. 

We have omitted reference to serious pathologic 
conditions. Where it is evident that more in- 
tensive care is indicated than the pediatrician or 
general practitioner can provide, then referral to 
appropriate psychiatric resource people should 
follow. Unfortunately, at this time our specialty 
of child psychiatry cannot meet all the demands 
for service placed upon it, but we are working 
toward the development of more personnel and 
broader services, and our new children’s psychiatric 
hospital now in construction at the University in 
Ann Arbor within a few years should begin to fill 
the needs. The job of meeting mental health 
needs in our state is a tremendous one and will 
be accomplished only through integration of re- 
sources at many levels, with the non-psychiatric 
physician playing a key role. 

In our field, in general, at this point, much 
more research is needed into such problems as 
schizophrenia, brain damage in children, reading 
disabilities in children and many psychosomatic 
illnesses. A primary need is for longitudinal case 
studies which will ultimately come from pedia- 
tricians and practitioners working together with 
the child psychiatrist. But this is another chapter 
beyond the scope of this paper. 

Finally, a word on a major dilemma—the prob- 
lem of teaching psychologic medicine in a medical 
school. Significant progress is being made in this 

(Continued on Page 1033) 
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A Training Program for 
Medical Office Assistants 


By Lawrence A. Pratt, M.D. 
Detroit, Michigan 


D URING the last fifty years, many profound 

changes have taken place in the practice of 
medicine, designed to keep it in balance with the 
changing order. At one time the doctor worked 
in an atmosphere of relative independence with 
little or no help from medical service personnel. 
It was soon recognized, however, that help and 
teamwork were required in order to make the 
best and most economical use of the physician’s 
talents and training. With the expansion and 
development of programs for training nurses, 
laboratory and x-ray technicians, anesthetists, and 
administrative personnel, the physician was able 
to render greater and more efficient service. 

As a by-product of this development, the need 
and demand for a trained medical office assistant 
grew to the extent that this need was exploited 
by some private schools in business for profit. 
Some of these training programs left much to be 
desired in ethical and educational soundness. The 
institutions of public education had not developed 
an educational program which would contain the 
“package of skills” considered essential by doc- 
tors, yet capable of organization to fit a short- 
term, intensive training program. 

With the ever-increasing scope of modern 
medical service, it is unlikely that the need for 
well-trained medical service personnel will be met 
in the immediate future. It is desirable and 
necessary, therefore, to encourage the recruit- 
ment of, and provide adequate training facilities 
for these members of the medical team. 

The idea of developing a training program for 
medical office assistants by a public educational 
institution was conceived several years ago. It 
was felt that an educationally sound course could 
be developed in a short, intensive twelve-month 
program by an accredited secondary school or 
college with the co-operation of the medical 





This material was compiled by Dr. Lawrence A. Pratt, 
with the assistance of Dean Grant O. Withey and the 
staff of Highland Park Junior College, at the request 
of the Advisory Committee of the Michigan State Medi- 
cal Society to the Michigan State Medical Assistants 
Society. 
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society and hospitals in a given community. 
Further exploration and consultation with in- 
dividuals in the fields of medicine, eduction, 
hospitals, and medical administration indicated 
that such a program should contain the following 
basic ingredients: 

1. Ten months devoted, on a full-time basis. 
to training in medical administration, to include 
medical terminology, filing techniques, telephone- 
answering techniques, public relations, medical 
records, and medical ethics. 

2. Forty hours devoted to the practical aspects 
of office nursing, to include such procedures as 
the draping of patients, sterile techniques, care 
of instruments, and assistance with patients. 

3. Ten weeks of in-hospital laboratory train- 
ing under the direction of competent pathologists 
and technicians in the technique of blood counts 
and urinalysis. 

On March 15, 1950, the Advisory Committee 
of the Michigan State Medical Society to the 
Department of Public Instruction of the State 
of Michigan made the following recommenda- 
tion: 


“ce 


. that the Superintendent of Public Instruction 
encourage junior colleges and other recognized and ac- 
credited educational institutions to establish and _pub- 
licize offerings designed to provide training for medical 
office aides, medical office assistants and medical office 
secretaries, and that one school be selected to develop 
a demonstration program in this field.” 


It was felt that such a program should be 
developed as a pilot course and that it should 
be in effect for a period of about three years for 
proper evaluation. 

In September, 1950, Mr. William B. Hawley, 
Assistant Superintendent of Public Instruction in 
Charge of Vocational Education, State of 
Michigan, suggested that Highland Park Junior 
College consider the establishment of a terminal 
course of approximately one year in length for 
the training of medical office assistants. This 
choice was most fortunate because Highland Park 
Junior College has high ethical standing in the 
education world; is the largest and oldest junior 
college in Michigan; and has been a leader in 
the promotion and development of work expeti- 
ence and co-operative programs. 

In October, 1950, the School District of the 
City of Highland Park requested the Wayne 
County Medical Society to determine whether 
there was a feeling of need on the part of the 
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Society for the offering of a training program 
for medical office assistants in one of the public 
educational institutions in the Wayne County 
area. It was the consensus of opinion of the 
Council of the Wayne County Medical Society 
that such a need did exist, and on October 26, 
1950, the president of the medical society was 
authorized to appoint an advisory committee to 
the school district of the City of Highland Park. 
On November 20, 1950, a meeting was held with 
representatives of the Highland Park Board of 
Education, the Department of Public Instruction 
of the State of Michigan, and the Wayne County 
Medical Society. After considerable discussion, 
the following general conclusions were reached: 


1. That a one-year terminal course could be 
devised to provide training for medical office 
assistants in a junior college. 


2. That the trained medical office assistant 
would be a combination office administrator and 
practical office nurse, with technical training in 
two basic laboratory procedures, i.e., blood counts 
and urinalysis. 


3. That the course would include hospital 
training in practical office nursing under the 
direction of a registered nurse, and in-hospital 
training in the laboratory procedures under the 
direction of pathologists and laboratory techni- 
cians. 


4. ‘That the course would be open to better 
than average high school graduates presenting a 
pleasing appearance and exhibiting personality 
traits appropriate to a doctor’s office. 


3. That the school personnel, under the direc- 
tion of Dean Grant O. Withey, would undertake 
the development of a proposed course outline 
after consultation with the doctors on the com- 
mittee, Highland Park General Hospital and 
other institutions. 


It was felt that the Division of Vocational 
Education could help in supporting the cost of 
this program because of its experimental nature. 

Even though it was apparent that such an 
experimental program would have to be operated 
at a financial loss, the Highland Park Junior 
College was willing to go along with the idea for 
the following reasons: 


1. An educational philosophy which includes 
the idea that a junior college should develop 
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programs designed to meet the vocational and 
general needs of students preparing to enter di- 
rectly from the college into civic life and technical 
and business occupations of the community. 

2. The firm conviction that a junior college 
curriculum should be geared to the needs and 
capacities of its students. 


3. Unwillingness to accept the notion that 
job-training programs are primarily for marginal 
students. 

4. An understanding that the impatience of 
youth to assume an independent and adult role 
in society is a very real reason for the develop- 
ment of short-term training courses. 


5. Appreciation of the real need involved and 
its probable relation to the vocational aspirations 
of students. 


Further extensive conference sessions were re- 
quired to define the elements of the program and 
organize the specifics of instructional methods 
and materials. 

Dr. Osborne A. Brines, Professor of Pathology 
of the Wayne University College of Medicine, 
discussed the plan with a representative group 
of pathologists in the Detroit area. This group 
was agreeable to the proposed plan and indicated 
its willingness to assist in its development and 
application. 

The Department of Nursing of the Highland 
Park General Hospital felt that it could be of 
assistance in the training program as it related to 
the practical aspects of office nursing. The De- 
partment was willing to make class-room facilities 
available for that part of the teaching program. 

Eventually, there was basic agreement con- 
cerning the type and content of the course. In 
May, 1951, on recommendation of its Medical 
Advisory Committee, the Council of the Wayne 
County Medical Society gave its official approval 
to the pilot study inaugurated at Highland Park 
Junior College for the training of medical office 
assistants. Recruitment of students was started 
in the spring of 1951 for the first class, which was 
to begin in September, 1951. Accordingly, the 
program was announced by distribution of ap- 
propriate literature and notices through certain 
local media. 

While considering that such a program could 
conflict with recruitment efforts for other medical 
service personnel, such as nurses and laboratory 

technicians, it was felt that the program would 
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eventually aid rather than hinder the other re- 
cruitment programs. It seemed desirable to offer 
a program which would bring interested and high 
caliber students into the field of medical service 
on a short-term basis. While the primary pur- 
pose of the program is the training of medical 
office assistants, it was anticipated that some: of 
the students would proceed with one of the more 
extended courses designed for the training of 
medical service personnel. 

The members of the first class were carefully 
selected on the basis of aptitude, ability, person- 
ality and interest. The training program was 
started in September, 1951. 

Certain modifications were made from time to 
time on the basis of experience, periodic evalua- 
tion, and further conferences and discussions. No 
serious problems were encountered until January, 
1952, when The Detroit Society of Medical Tech- 
nologists took a stand against the program be- 
cause of the inclusion of some laboratory training. 
Eventually, it was necessary to arrange for the 
laboratory portion of the training program to be 
conducted in hospital laboratories which did not 
have training courses in medical technology. Dr. 
S. E. Gould, Chairman of the Committee on 
Pathology of the Wayne County Medical Society, 
was able to arrange for the placement of the 
students in the laboratories of several hospitals 
in the Detroit area during the months of June, 
July and August of 1952. The pathologists and 
laboratory technicians were most co-operative in 
this undertaking. The evaluation studies soon 
indicated that the student could be an asset 
rather than a liability in the hospital laboratory. 
In addition, there was some feeling on the part 
of the technicians that the students trained under 
this program could eventually release some of the 
trained technicians from doctors’ offices for their 
much-needed services in hospital and clinical 
laboratories. This attitude on the part of the 
medical technicians was most welcome and en- 
couraging. 

At this time, it was felt that the original con- 
cept of a three-year period as a requirement for 
evaluation of the program was realistic. After 
further conference and discussion, it was decided, 
in the spring of 1952, to undertake recruitment 
for the September class. On January 16, 1953, 
the Council of the Wayne County Medical So- 
ciety reaffirmed its endorsement of the program, 
and the Committee on Pathology gave its assur- 
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ance that it would continue to co-operate in the 
program by placing the students in one o/ th~ 
various hospitals in the Greater Detroit are for 
completion of the laboratory training portion of 
the program. The third class was started jn 
September, 1953. 

After graduation of the first and second classes, 
it became apparent that the demand for the 
trained office assistant would far exceed the sup- 
ply. As part of the evaluation program, it has 
been possible to determine the reaction of both 
Extensive evalua- 
tion studies have been carried out under the direc- 
tion of Department Head Miss Norma Sammet, 
who assumed major responsibilities in integrating 


the trainee and her employer. 


and co-ordinating the various training areas of 
the program. 

Three approaches were used. First, study and 
evaluation were made of time allocations given to 
various segments of the integrated curriculum. 
Was there over-emphasis in some areas, or too 
little emphasis in others? Conclusions were based 
on conferences with student groups during class- 
room training periods. The second approach in- 
volved the careful integration of college classwork 
in laboratory techniques with the off-campus pro- 
gram in laboratory apprenticeship. These in- 
volved a number of individual, differently organ- 
ized laboratories and a number of pathologists and 
technicians. Personal visits to work stations were 
necessary before valid conclusions could be 
reached and workable procedures developed. 
The final approach was directed at individual on- 
the-job performance. This was developed through 
use of questionnaires, which enabled the employ- 
ing medical practitioner to evaluate a course 
graduate in personal competency and suitability of 
preparation. On the basis of these studies, the 
following conclusions were reached: 


1. That the training processes are adequate. 
Medical practitioners who have employed grad- 


uates are unanimous in expressing approval and 
satisfaction. 


2. That classroom instruction in laboratory 
procedures is more than adequate for entry into 
the summer laboratory apprenticeship. 

3. That the scope of the laboratory work taught 
in the college classes and the nature of the train- 
ing given during the summer apprenticeship clear- 
ly indicate that the Highland Park Junior College 

(Continued on Page 1036) 
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CLINICO-PATHOLOGIC CONFERENCE—SMITH 


St. Luke’s Hospital Clinico- 
Pathologic Conference 


Edited by 
J. C. Smith, M.D. 
Saginaw, Michigan 


Clinical Record 


The patient was a white male infant, five weeks old, 
who was well until the tenth day of life. At that time, 
projectile vomiting of all feedings began. The vomitus 
was green and non-viscid. This persisted for approxi- 
mately two days after which the vomiting stopped and 
normal development proceeded. The infant was then 
well until four days before admission to the hospital. 
At that time, the mother noted increasing irritability 
followed by screaming suggestive of intense abdominal 
pain. Vomiting of all feedings recurred. The patient 
then entered St. Luke’s Hospital. 

The pregnancy preceding birth of the infant had been 
normal. Delivery was spontaneous and uneventful and 
the postpartum period was not remarkable. The mother 
and baby left the hospital on the fourth day after 
delivery. The birth weight was 7 pounds, 4 ounces. 

Physical examination revealed a well developed and 
somewhat dehydrated, acutely ill, white male infant. 
The weight was 6 pounds, 8 ounces. The temperature 
was 98 degrees (F.), pulse 130, and respirations 24. 
The head was of normal contour, and the fontanelles 
were soft and flat. The eyes, ears, nose, mouth, and 
throat were not remarkable. The neck was supple and 
lymph node enlargement was not detected. The chest 
was symmetrical and clear to auscultation. The heart 
was not enlarged, the rhythm was regular, and there 
were no murmurs. The abdomen was soft and slightly 
distended. The liver, spleen, kidneys, and urinary bladder 
were not palpable. A pyloric tumor was not detected. 
Normally active peristalsis was audible in all quadrants. 
Peristaltic waves were not visible. The external genitalia 
were normal and the scrotum. 
There were no herniae. The anus was perforate, and 
the extremities were symmetrical and thin. 

The urine was yellow, cloudy, alkaline and of specific 
gravity 1.007. There were no protein, ketone bodies, or 
reducing substances. The sediment revealed oxalate 
crystals, one to three leukocytes, and one to three 
epithelial cells per high power field. Hematologic ex- 
amination revealed 14.4 grams of hemoglobin per 100 
cc. There were 4,600,000 erythrocytes and 8,000 leuko- 
cytes per cu. mm. Differential count of 100 cells re- 
vealed 70 lymphocytes, 25 segmented granulocytes, 4 
band cells, and 1 eosinophil. Stool culture revealed 
Proteus vulgaris and non-pathogenic coliform bacilli. On 
the day after admission, x-ray examination of the ab- 
domen disclosed moderate dilatation of the stomach, a 
norma' pattern of intestinal gas, and no abnormal 
shadows. Barium studies then revealed an obstruction of 
the diodenum estimated to be just proximal to the 


testes were in the 
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Ligament of Treitz. The obstruction was observed to 
persist over a period of six hours. 

On the fifth hospital day, the abdomen was opened. 
The cecum was found to lie in the right upper quadrant 
and to be mobile so that it could be nearly placed in 
its normal position. The duodenum was found to 
occupy a somewhat intraperitoneal position with some 
redundancy. A fibrous band extended from the trans- 
verse colon to the root of the mesentary that compressed 
the third portion of the duodenum. The lumen was 
dilated proximally and collapsed distally. This band was 
cut and the abdomen was closed. 

After operation the patient retained feedings, gained 
weight, produced normal stools, and appeared well for 
the ensuing eleven days. At that time, vomiting re- 
curred. Repeat Barium studies revealed the descending 
portion of the duodenum to deviate to the right in an 
inferior direction. There was no obstruction to Barium 
in the entire gastrointestinal tract. Pronounced vomiting 
of four to five days duration alternated with periods of 
food retention and normal stools. Vomiting progressed 
and death occurred after 40 days in the hospital. 


Clinical Discussion 


Dr. C. W. Cory: There are several data in the 
clinical record that warrant emphasis. This baby was 
well for the first ten days of life. There was then a 
two-day period during which all feedings were vomited 
in a projectile manner and the vomitus was green. From 
this we may be reasonably certain that the site of ob- 
struction is distal to the ampulla of Vater and that 
the vomiting is not due to a completely obstructive con- 
genital anomaly. The infant now spontaneously stops 
vomiting and proceeds in normal health for a period of 
nineteen days, after which the vomiting recurs and is 
accompanied by intense abdominal pain. The patient is 
admited to the hospital We have so far from this 
history evidence suggesting recurrent obstruction of the 
small intestine at some point distal to the ampulla of 
Vater. 

The physical examination revealed a soft and slightly 
distended abdomen. Peristaltic movements were nor- 
mally active and a. pyloric tumor was not palpated. 
The laboratory studies were not revealing and x-rays 
disclosed moderate dilatation of the stomach and partial 
obstruction of the duodenum estimated to be just proxi- 
mal to the ligament of Treitz. We now know the site 
of the recurrent obstruction. Exploration should reveal 
the type of lesion. However, operation disclosed proximal 
dilatation and distal collapse on either side of a fibrous 
band that passed anteriorally over the third portion of 
the duodenum. It was assumed that this band was the 
cause of the obstruction and the band was cut. It was 
also noted that the cecum was in the upper quadrant 
of the abdomen on the right. After operation, all went 
well; feedings were taken normally and stools were passed 
regularly. 

On the twelfth postoperative day the vomiting 
suddenly recurred, and it became evident that some 
lesion in addition to the band was causing obstruction. 
Barium studies were repeated and now we find down- 
ward displacement and right deviation of the descending 
limb of the duodenum. In addition, some Barium passed 
into the distal small intestine signifying the incomplete 
nature of the obstruction. Thereafter, vomiting alternated 
with periods of food retention and the infant died five 
days later. In summary, we have recurrent partial ob- 
struction in the region of the duodenum associated with 
displacement of the proximal] limb, a fibrous band passing 
over the third portion, and abnormal mobility of the 
cecum in an infant five weeks old. 
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Several conditions must be considered in the 
differential diagnosis of recurrent vomiting in infants. 
Pyloric stenosis is clearly excluded, as in that condition, 
the onset occurs during the first week of life, the 
vomiting is persistent, the vomitus does not contain bile, 


Fig. 1. Gross specimen showing wide mesentery of 
colon and free coils of ileum. The mesenteric root is 
adjacent to the site of emergence of the colon. 


a button-like tumor is palpable in the mid-epigastrium, 
and peristaltic waves are often visible through the thin 
abdominal wall. Pylorospasm responds to sedation and 
is not associated with structural abnormalities such as 
we have identified here. Habitual vomiting in infants 
is characterized by persistent “spitting up” of small 
amounts of feedings and there is no sudden, violent, and 
recurrent vomiting. Intussusception is manifested by 
severe and often recurrent abdominal pain of sudden 
onset. However, the onset is usually somewhat later in 
life, duodenal and cecal displacement are not associated 
findings, and melena is a conspicuous sign. In addition, 
intussusception in the child is usually ileocecal, and 
although reduction may be spontaneous, this portion of 
the bowel was of normal appearance at the time of 
operation. Having discarded these conditions, I believe 
we should focus our attention on the congenital anomalies 
that might give rise to these clinica] disturbances. Seg- 
mental aplasia of the duodenum may of course be 
excluded as we know the obstruction is partial and 
recurrent. Some form of duodenal anomaly associated 
with intestinal malrotation is strongly suggested by the 
mobile cecum, the duodenal displacement, and the con- 
genital fibrous band. The latter is known to frequently 
accompany anomalies of intestinal rotation. A second 
congenital fibrous band is unlikely because of the re- 
current nature of the obstruction. Complete volvulus is 
unlikely because in that case the course is short, rapidly 
progressive, and not recurrent. 


We are now left with two anomalies that are exceed- 
ingly difficult to distinguish from clinical study. The first 
is a defect of the mesentery with recurrent herniation of 
a loop of small intestine through this hiatus. The second 
is incomplete posterior attachment of the mesentery so 
that the small intestine hangs free in the peritoneal sac 
from a restricted attachment at the point of emergence 
of the superior mesenteric artery. Peristaltic motility 


leads to torsion of this narrow base with compression of 


vessels at the mesenteric root. Both of these conditions 
are reflected clinically by sudden obstruction o{ the 
intestine that spontaneously subsides and is intermittent. 
In the case of mesenteric root defect, there is no need 
to also postulate a loose posterior attachment of the 
whole mesentery, and this would be a silent and jin- 
cidental finding. However, in the case of torsion of the 
mesenteric root, a loose or absent posterior attachment js 
a necessary part of the anomaly. Therefore, the latter 
appears much more likely as we know from the operation 
that the cecum was displaced to the right upper quad- 
rant, implying a defective mesenteric attachment to the 
posterior wall. Thus, I shall make the diagnosis of jn- 
complete mesenteric attachment of the small intestine 
with torsion of the mesenteric root and recurrent volvulus. 


Dr. Cory’s Diagnosis 


Recurrent volvulus of small intestine. 


Anatomic Diagnoses 


Incomplete attachment of mesentery with recurrent 
volvulus of small intestine. 


Dr. J. C. SmitH: Autopsy examination revealed a 
central smooth oval mass of coiled ileum suspended in 
the abdomen from a circumscribed mesenteric root that 
measured 1 cm. in diameter (Fig. 1). The first portion 
of the duodenum was retroperitoneal. The duodenum 
emerged from the retroperitoneal position at the mid- 
portion of the transverse segment and entered the central 
mass through the narrow base. The mesenteric vessels 
traversed the narrow root and were of course subject 
to compression as peristaltic activity twisted the point 
of attachment. The large intestine was also abnormally 
mobile as the mesentery was wide and unattached to 
the posterior abdominal wall. Focal pulmonary atelectasis 
was the only other significant finding. 


Embryologically, the mid-gut forms in three phases. 
The first, lasting until the 10th week of intra-uterine life 
includes extrusion of the small intestine and colon into 
the umbilical cord where elongation takes place. The 
second, lasting but a short time, includes the return of 
the ileum into the peritoneum where it passes behind the 
root of the mesenteric artery and fills the left side 
of the abdomen. Pressure of the entering ileum on the 
left forces the colon to the right so that the cecum lies 
in the lower quadrant and the transverse colon is in 
an anterior position. The third phase lasts until birth 
when the small intestine becomes attached to the posterior 
body wall along a line extending from the ligament of 
Treitz to the cecum. In this case, the first two phases 
were normal. The last phase was incomplete leaving the 
entire small intestine hanging from a restricted mesenteric 
attachment about the origin of the superior mesenteric 
artery. Abnormal development of the first phase leaves 
an umbilical hernia, of the second phase, some degree 
of intestinal. malrotation, and of the third phase, in- 
complete attachment, often with partial or complete 
volvulus. 


Reference 


McIntosh, R., and Donovan, E. J.: Disturbances of 
rotation of the intestinal tract. Clinical picture based 


on observations in twenty cases. Am. J. Dis. Child., 
57:116, 1939. 
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Editorial 


SELF EMPLOYED DESERVE 
CONSIDERATION 


HE MEMBERS of the National House of 
Representatives and one-third of the Senate 
will be up for re-election this coming November. 
Most of our members know some of these candi- 
dates fairly well, or should. An election campaign 
is a good time to explain to them what we citizens 
want done when they get to Congress. Every 
doctor of medicine should be interested in the 
proposal we have made many times. We ask a 
simple change in the income tax laws, a simple 
“even break” with salaried and business executives. 
Industry builds up retirement programs for its 
executives and salaried personnel by investing in 
annuities or insurance for the employes, using a 
stipulated percentage of salary for retirement 
benefits and charging the whole expense to costs 
of business. This has been done for many years 
and is perfectly legitimate. But, can the self- 
employed, professional man do the same? To set 
up a retirement schedule for its men, industry is 
building tax-free funds to make the payments. The 
salaried beneficiary and his employe is excused 
from the high income tax bracket until he is 
receiving his benefits. 

A number of bills have been introduced into 
the Congress over the years to accomplish this 
purpose for self-employed persons. They have been 
known by various names, Reed-Keough-Jenkins. 
We believe these bills are just. They are offering 
to the profession only the same advantage now 
given to our friends in business. 

We have recently seen a new argument and a 
convincing one for the passage of the Jenkins- 
Keough bills. At the annual meeting of share- 
holders in the American Telephone and Tele- 
graph Company, some shareholders raised the 
question of the propriety of the company’s pro- 
viding such generous retirement programs for the 
executive personnel. Mr. Elihu Root, Jr., replied 
for the directors: 

In past years, we have advanced many argu- 

“Salaries are not as large as in many companies that 
compete with us for talent. They are fair, but moderate. 
They are well below the leaders. 


“On the other hand, the company’s pensions are on a 
level with the leaders—not in advance of other com- 
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panies, but well up in the van. On that, your directors 
principally rely in attracting and keeping talent. 

“Why do we rely on pensions rather than on salary? 
It is very simple. If you try to increase the induce- 
ments to good men by paying an extra dollar to an 
executive in the high-salaried bracket, Uncle Sam takes 
90 cents away in income tax; and if he invests the re- 
remaining 10 cents, Uncle Sam takes nine-tenths of the 
income on that. But if you put that dollar in a pension 
trust, the whole dollar goes in tax-free until the execu- 
tive retires. So the pension dollar, as opposed to the 
salary dollar, has an advantage—from your point of 
view in getting good executive talent—of from ten to 
twenty to one. It is the most economical way to do it.” 
ments as to why we should ask our Congressmen 
to give us a chance to lay up a retirement income 
during our comparatively short years of maximum 
earnings, especially when the taxes as now levied 
scarcely allow a doctor, or other self-employed, 
professional person to save much for the days of 
lessened income but established and fixed obliga- 
tions. 

During the time before elections in November, 
we again urge our readers to talk with their U. S. 
Senators and Congressmen. Tell them what we 
want. When Congress learns that we know what 
we want, that we have just reasons for those wants, 
and are not hesitant to ask for them, we may look 
for action. 


SOCIAL SECURITY 


b Rens, EDITORIAL is being prepared while 

Congress is still arguing about the amend- 
ments to the Social Security acts. The House has 
exempted the medical profession only from the 
all-inclusive Social Security coverage The Senate 
Finance Committee recommends exemption of 
physicians, dentists and other self-employed 
groups. Final action is still in the future, but will 
probably exempt Doctors of Medicine. 

The suggestion has been made that the word 
“compulsory” be eliminated, and that those who 
wish be allowed to join the group voluntarily. We 
contend that Congress should amend the proposal 
so that those who wish may collect their benefits 
when they become eligible for them at age sixty- 
five. The restriction limiting recipients to $75.00 
a month of covered earnings, else they lose their 
rights, should be completely eliminated. These 
oldsters who keep on working will still be paying 
their tax. 
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EDITORIAL 


To include the medical personnel under present 
restrictions would be taxation with only partial 
benefit. Very few doctors retire at sixty-five, hence 
they could not benefit from the proposed retire- 
ment benefit until age seventy-five. 

Another controversial part of this amendment is 
Section 106 of H.R. 9366. This is the provision 
for continuation of benefits for the laborer who 
is disabled to the extent that he cannot work and 
keep his payments going into the treasury in a 
maximum amount so his retirement benefits will 
not be reduced. A medical examination scheme is 
set up under the Secretary of Health, Education 
and Welfare by which the medical profession 
would have the burden of making many examina- 
tions, under bureaucratic supervision. That is the 
feature to which the American medical profession 
objects. Such a provision is completely unneces- 
sary. The law could stipulate that when a dis- 
abled person begins to draw his benefits, they 
could be determined on the best six or seven years 
earnings of the last ten or more before retirement. 

We believe the bill could easily be made com- 
pletely satisfactory in regard to Section 106. 


THE PRESIDENT’S HEALTH PROGRAM 


= JANUARY, the President outlined to Con- 

gress his analysis of the State of the Nation 
and his suggestions for a National Health pro- 
gram. He went into minute detail, classifying his 
desires and ambitions. The Congress is about 
through for the year, and a summary is in order. 

The President did not do so badly in his accom- 
plishments. He has succeeded in adding seven or 
ten million persons to the Social Security lists. 
He wanted the medical profession included but we 
succeeded in changing that in the bill already 
passed by the House of Representatives. The final 
law is likely to correspond to that action. The 
President lost out in only a very small part of 
his bill. The medical profession will still be an 
objective. 

The Reinsurance Bill has been sent back 
to committee, which probably kills it for this 
session of Congress. The bill, as presented, was 
unnecessary. There are segments of the popula- 
tion who might have been helped by some sort 
of measure doing what the promotors of the legis- 
lation claimed for the bill. Actually, the bill offered 
nothing which the plans cannot do and are not 
doing by themselves. As written, the plan was not 
a real reinsurance. 
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The Congress has adopted an extensive expan- 
sion of the Hill Burton hospital building law by 
providing grants to centers, chronic disease hos- 
pitals, nursing homes. Vocational rehabilitation has 
been about doubled in its scope and facilities. The 
Doctor Draft Law has been enacted. Tax reduc- 
tions for medical expenses have been materially 
liberalized: deductions for expenses over 3 per cent 
instead of 5 per cent as now; maximum deduction 
for single persons doubled to $2,500; joint returns 
maximum $5,000, over all $10,000. There are 
several other benefits. Indian hospitals have been 
transferred to the Public Health Service. 

In our opinion, the President has made a very 
favorable batting average. He has our congratula- 
tions! 


ROSTER SUPPLEMENT 


The roster supplement was planned to accom- 
pany the September number of THE JOURNAL, 
but due to the late arrival of some of the rosters, 
and the desire to have this number of THE Jour- 
NAL arrive on the readers’ desks before the date 
of the annual meeting, we have held up the sup- 
plement until the October number. This will give 
us a chance to make it more up to date, and give 
the September number a few days headway on 
the presses. 





CHILD PSYCHIATRY IN PEDIATRIC 
AND GENERAL PRACTICE 


(Continued from Page 1025) 

area, but we have a long way to go. At this point, 
it is difficult to discuss family problems and ways 
of handling them with students who have had 
no contact as practitioners with families. It is 
difficult and sometimes frightening for the student 
to project into the future. How easy it would be 
for us teachers of psychiatry, if our students had 
some years of experience in practice to serve as a 
focus for group discussion. There is probably a 
greater need for postgraduate seminar teaching in 
the field and there is a promise of more of this 
for the future. 

Margaret Mead, the anthropologist, tells us that 
“we as a people, parents, teachers, citizens are 
rearing unknown children for an unknown 
world.” Through continuing study of the inner 
life of children, we can hope to broaden the 
horizon of our knowledge. And through sharing of 
our varied experiences and insights and applying 
what we know in our practice of total medicine, 
we, as physicians, can do much, we feel, to make 
children better known to their parents. 
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School Health Policies 


The School Health Problems Subcommittee, a 
new adjunct to the MSMS Child Welfare Com- 
mittee in 1953, has attempted to define the posi- 
tion of the doctor of medicine in relation to chil- 
dren and their school life. The subcommittee—of 
which W. J. Morrow, M.D., of Ludington, is 
chairman—recognizes the need for close parent, 
teacher and doctor co-operation in making the 
child’s school life abundant and meaningful. It 
also feels that doctors need greater awareness of 
the challenges and problems that exist in this field. 

There is much work to do. Presented below are 
principles developed as the foundation for school 
health policies acceptable to the medical profession 
in (Michigan. These principles need discussion and 
dissemination. They will need revision in the light 
of local circumstances, and amplification to fit 
individual problems. 

They are presented as a “taking off place” for 
future development. 


I. School health policies must represent the 
viewpoint of parents, educators, practicing 
physicians, and public health workers. 


School health policies must cover several 
areas, including (1) health education and 
instruction, (2) environmental sanitation 
and healthy school living, and (3) health 
services and health protection and improve- 
ment. 


In establishing any policies for school health 
services or health protection and improve- 
ment, it must be recognized that the health 
of the school-age child is basically the re- 
sponsibility of the parent or guardian. The 
following standards are suggested as ade- 
quate from the practical viewpoint and not 
necessarily the ideal: 


A. Physical examination should largely be 
done by the family physician. 


(1) Routine complete physical examina- 
tion of the total child should be 
made immediately prior to his entry 
into kindergarten, and during his 
first year of junior high school (sev- 
enth grade). The examination 
should be made in the office of a 
doctor of medicine. The preceding 
is a recommended minimum. The 
optimum would include complete 
physical examinations in the second 


or third grade, plus another in the 
eleventh or twelfth grade. 


Referral examinations should be 
made at any time the health of a 
child is questioned by the observa- 
tion of a teacher or school nurse, 
The referral should be made by the 
teacher or nurse to the parent, not 
directly to a doctor of medicine. 
Following such a referral examina- 
tion, the teacher or nurse should be 
informed through the parent, or by 
the doctor, with the consent of the 
parent, that the child is under medi- 
cal care. 


B. Control and prevention of communicable 
disease. 


(1) Immunization policies should be es- 
tablished according to standards al- 
ready stated and approved by 
MSMS. 


If the teacher’s observation suggests 


the presence of a communicable dis- 
ease, the parent should be called im- 
mediately and the child should be re- 
ferred to the school nurse, if one is 
available. To prevent the spread of 
communicable diseases, the child 
should be kept apart from his 
schoolmates and every effort should 
be made where a common transport 
is used, as with consolidated school 
buses, to have the child taken home 
in a separate conveyance. 


Tuberclulin testing should be carried 
out periodically through grade and 
high schools, particularly at the time 
of the routine complete physical ex- 
amination, and x-rays taken of posi- 
tive reactors. Mass tuberculin sur- 
vey is a recommended procedure to 
be carried out according to commu- 
nity desires. 


C. Screening programs. 


(1) Screening tests for hearing defects 
with the audiometer should be con- 
ducted routinely every three years. 
The recommended optimum would 
include a statement that the child 
with a discovered hearing defect be 
checked yearly (preferably by an 
otologist), and in the case of surgi- 
cal or medical treatment, should be 


(Continued on Page 1058) 
JMSMS 


-—-. omen bh O'S’ UCUretlC Mlle] lel! lUllC 








in the 


ld be 
1 of a 
serva- 
nurse, 
by the 
it, not 
dicine. 
amina- 
uld be 
or by 
of the 
medi- 


1icable 


be es- 
rds al- 
dd by 


iggests | 


le dis- 
ed im- 
be re- 
one is 
ead of 

child 
m his 
should 
nsport 
school 
home 


carried 
le and 
e time 
cal ex- 
f posi- 
n sur- 
ure to 
ymmu- 


defects 
e con- 
years. 
would 
child 
ect be 
by an 
surgi- 
uld be 





MSMS 





It may seem a long step from boyhood in Grand 
Island, Nebraska, to the presidency of the Federa- 
tion of State Medical Boards of the United States, 
but it isn’t when leadership and devotion are nat- 
ural attributes as they are in Elmer W. Schnoor, 
M.D., of Grand Rapids. 

In his lifetime—which began on February 21, 
1889, in Grand Island—Dr. Schnoor has become 
recognized as a leader in 
his profession and has 
been honored many times 
for his personal contribu- 
tions to medicine in his 
community, state, and 
the entire United States. 
With all this, he has 
found time to take part 
in civic achievements, 
and earn considerable 
reputation as sympathetic 
advisor and “father con- 
fessor” to a large group 
of patients and friends. 

“He’s quite a guy,” as 
one member of his office 
staff puts it. 

Those who know him 
attest that the burden of 
a busy practice is never too heavy to keep him 
from helping to solve personal problems far re- 
moved from the actual practice of medicine. His 
close associates recall with a smile one particular 
instance where a patient with quarrelsome in-laws 
laid his problem before Dr. Schnoor—who prompt- 
ly came up with the advice which was needed to 
bring forth a happy solution. 

But it is devotion to medicine and high standards 
of practice to which Dr. Schnoor is dedicated. The 
influence of his mother and his own interest and 
enthusiasm turned his thoughts toward medicine 
early in life. 

Graduating as salutatorian of the class of 1907 
in Grand Island High School, Dr. Schnoor entered 
Northwestern University Medical School at the 
age of seventeen. With his high school record, he 
was more than qualified, having six more entrance 
points than the fifteen required. 

Receiving his M.D. degree from Northwestern 
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Elmer W. Schnoor, M.D. 


Of Whom We Are Proud 





University on June 14, 1911, he served his intern- 
ship at Michael Reese Hospital in Chicago. The 
fact that he ranked No. 1 among the applicants 
writing the Illinois State Board examination that 
year foretold what could be expected of Elmer 
Schnoor in the future. During this period in Chi- 
cago, several physicians from Grand Rapids be- 
came acquainted with Dr. Schnoor and induced 
him to come to that city 
to practice, with special 
emphasis on surgery. In 
early 1914, he moved to 
Michigan and was li- 
censed by the Michigan 
State Board of Registra- 
tion in Medicine of 
which he was to become 
president. It was in 1916 
that he started the first 
survey of thyroids in 
Michigan, an_ interest 
which has continued for 
many years. He has op- 
erated in approximately 
900 thyroid cases in 
Grand Rapids, and was 
outstanding in the iodized 
salt movement in Michi- 
gan which is credited with helping to reduce the 
incidence of goiter to a minimum. Dr. Schnoor 
was among the early members of the American 
Goiter Association in 1925, and as one of the 
leaders in this specialized field, he attended the 
International Goiter Meeting in Switzerland in 
1927. 

His practice, however, was in many fields. In 
1921, Dr. Schnoor diagnosed the first case of 
lethargic encephalitis in the Grand Rapids area, 
and later, in 1922, the first case of brucellosis. 

To the citizens of Grand Rapids, Dr. Schnoor 
is best known for his forty years as school physician 
and surgeon for the City of Grand Rapids, but his 
other activities in medical affairs are numerous. 
He is a past president of the Kent County Medical 
Society, very active in Society affairs, and an ad- 
visory member of the Sunshine Sanatorium staff. 
At present, he is senior surgeon at Butterworth 
Hospital and has served as vice chief of staff there. 
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OF WHOM WE ARE PROUD 


He also practices surgery at St. Mary’s and Blodg- 
ett Memorial Hospital in Grand Rapids. 

Loyal to his alma mater, Dr. Schnoor served as 
president of the Northwestern Unversity Alumni 
Association in 1938-1942, and in 1941 he received 
the Merit Award from Northwestern University 
in recognition of his outstanding services and 
achievements. 

The Lions Club in Grand Rapids is another of 
his interests, and he is the only thirty-five-year 
charter monarch there. As a Mason, he is a mem- 


ber of the Consistory and Shrine. 

Nationally, Dr. Schnoor is best known for his 
work with medical education and _ standards 
through his relationship with the Michigan State 
Board of Registration in Medicine. First appointed 
to that body in 1935, he has been president since 
1940. The most recent recognition in this field 


came in February, 1954, when he was elected Pres- 


ident of the Federation of State Medical Boards. 

With all his responsibilities and achievements, 
Dr. Schnoor actually has had very little time for 
relaxation over the years. He has had little oppor- 
tunity to enjoy his only diversion, an occasional 
fishing trip. He and Mrs. Schnoor enjoy an eve- 
ning of cards now and then and he is especially 
fond of the game of “Bolivia,” at which he is an 
expert, his friends aver. If he reads anything 
other than medical journals, it is usually a book 
on politics or economics. 

The pride with which his colleagues in the medi- 
cal profession of Michigan hold him was evidenced 
last March at the Michigan Clinical Institute 
when MSMS paid tribute to Elmer Schnoor with 
a scroll which he now cherishes. 

Yes, Elmer Schnoor, M.D., is “quite a guy.” 
Congratulations to you, Dr. Schnoor, on your past 
achievements and every success in your future 
endeavors! 





A TRAINING PROGRAM FOR MEDICAL OFFICE ASSISTANTS 


(Continued from Page 1028) 


does not intend that the graduates of the course 
be mislabeled “laboratory technicians” or that its 
short “training package” be confused with the 
more advanced study required of graduate medical 
technicians. 

4. That the laboratory work offered, while not 
equal to that of the regular medical technician, 
is adequate for the laboratory needs of the average 
doctor’s office. 

5. That course division into three major areas 
of preparation, Office Procedures, Nursing Arts, 
and Laboratory Techniques, is justified by the 
experiences of employed graduates who return 
questionnaires stating that they have had imme- 


diate and recurring need for the training received " 


in all categories. 

6. That the inclusion of training for personal- 
ity develpoment after pre-enrollment screening is 
justified by the fact that 60 per cent of the 
graduates have been rated “superior” in person- 
ality traits by their employers, and none as “be- 
low average.” 

7. That course content and integration have 


been stabilized so that further extensive experi-_ 


mentation is not presently needed. 
8. That the salaries paid to graduates very well 
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express the value of their services to the doctors 
who employ them. Salaries are consistently higher 
than those paid to other secretarial personnel. 


This analysis was most encouraging to all those 
interested in the development of the project. In 
the light of experience with this program and the 
critical evaluation to date, the following conclu- 
sions seem justified : 


1. There is widespread interest and need for a 
balanced program for the training of medical 
office assistants. 

2. The program, as conceived and developed, is 
a practical and acceptable method of training this 
type of medical service personnel. 


3. The extension of such programs will help 
meet the need for trained office assistants and will 
aid in the recruitment programs for other medical 
service personnel. 


The documentation of the curriculum content 
for the course has been prepared by the Highland 
Park Junior College, Highland Park, Michigan. 
This material is available on request for the use 
of accredited public educational institutions. 


3919 John R. Street 
JMSMS 
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Dramamine’s Effect in Vertigo 


Dramamine has become accepted in the control 


of a variety of clinical conditions characterized by 


vertigo and is recognized as a standard 


for the management of motion sickness. 


Vertigo, according to Swartout, is primarily due* 
to a disturbance of those organs of the body that 
are responsible for body balance. When the pos- 
ture of the head is changed, the gelatinous sub- 
stance in the semi-circular canals begins to flow. 
This flow initiates neural impulses which are 
transmitted to the vestibular nuclei. From this 
point impulses are sent to different parts of the 
body to cause the symptom complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus ; some reach the cerebellum and skele- 
tal muscles and righting of the head results ; others 
activate the emetic center to result in nausea, 
while still others reach the cerebrum making the 
person aware of his disturbed equilibrium. Vertigo 
may be caused by a disease or abnormal stimuli of 
any of these tissues involved in the transmission of 
the vertigo impulse, including the cerebellum and 
the end organs. 

A possible explanation of Dramamine’s action 
is that it depresses the overstimulated labyrin- 
thine structure of the inner ear. Depression, 
therefore, takes place at the point at which these 
impulses, causing vertigo, nausea and similar dis- 
turbances, originate. Some investigators have 
suggested that Dramamine may have an addi- 
tional sedative effect on the central nervous system. 

Repeated clinical studies have established 
Dramamine as valuable in the control of the 
symptoms of Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation sickness, hyper- 
tension vertigo, the vertigo of fenestration proced- 
ures, labyrinthitis and vestibular dysfunction as- 
sociated with antibiotic therapy, as well as in 
motion sickness, 

Any of these conditions in which Dramamine 
is effective may be classed as “‘disease or abnor- 
mal stimuli’* of the tissues including the end 
organs (gastrointestinal tract, eyes) and their 
nerve pathways to the labyrinth. 

Dramamine (brand of dimenhydrinate) is sup- 
plied in tablets of 50 mg. and liquid (12.5 mg. in 
each 4 cc.). It is accepted by the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association. G. D. Searle & Co., Research 
in the Service of Medicine. 
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The site of Dramamine’s action is probably in the 
labyrinthine structure. 


*Swartout, R., III, and Gunther, K.: ‘“‘Dizziness:”’ Ver- 
tigo and Syncope, GP 8:35 (Nov.) 1953. 


Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 


EXPANDED TUBERCULOSIS CONTROL 
PROGRAM UNDER WAY 


New projects in tuberculosis control made possible by 
the Legislature’s special appropriation of $127,000 to 
the Michigan Department of Health are already in 
operation and more are in the planning stage. 

Since it was decided that approximately one-half of 
the $127,000 would be allocated for special tuberculosis 
control projects in local health departments, interest in 
both local and state health departments has centered 
upon the planning and choosing of these projects. Eleven 
proposed by the local health departments have been 
approved to date. 

In Oakland County, part of the salary of a tuberculosis 
controller will be paid from the special appropriation. 

In Detroit there will be expanded follow-up activities 
of previously known active tuberculosis cases not 
presently under treatment or control. There will also 
be expansion of contact examinations for more effective 
case finding. This is the largest single grant, $19,395. 

Two projects, one in Wayne County and one in 
Grand Rapids, center upon expanding local screening 
facilities by establishing and operating x-ray clinics. The 
department will assist in the employment of x-ray tech- 
nicians and, in Wayne county, a clerical assistant. 

In three district health departments, Grand Traverse- 
Leelanau-Benzie, Delta-Menominee and Dickinson-Iron, 
grants will be made toward the employment of project 
co-ordinators for community-wide chest x-ray surveys. 
The co-ordinators will work on effective ways of pro- 
moting x-ray programs through community education and 
participation. 

In Macomb County, a medical-social worker will be 
added to the staff of the local health department to 
study new approaches to the handling of treatment and 
follow-up problems of patients. 

To determine the effectiveness of wider use of the 
tuberculin test as an epidemiologic tool in tuberculosis 
case finding, three projects will be carried on in the 
field of tuberculin testing as a supplement to x-ray 
screening in community case-finding surveys. These 
projects will be in Van Buren, Eaton and St. Joseph 
counties. Special study will be made of the case-finding 
effectiveness of follow-up of contacts of positive reactors. 

A records management project will be carried on in 
the Delta-Menominee District Health Department. 

A project which will be of help to practicing physicians 
as well as to state and local health departments in pro- 
viding effective epidemiologic control of tuberculosis is 
the central register which has been set up in the Division 
of Tuberculosis and Adult Health. This will not only 
furnish an accurate record of the status of all known 
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cases of tuberculosis at a given time but it will also 
make possible the continuing supervision of cases and 
contacts from diagnosis to final disposition. 

A long-felt need for some way of doing x-ray screening 
where no electric power is readily available will be met 
by the installation of mobile generators in two of the 
department’s x-ray trucks. This will facilitate work with 
migratory workers. 

A pilot study is being undertaken by the Division of 
Tuberculosis and Adult Health in the medical-social field. 
A social worker has been added who will study possible 
new approaches to the overall problem of handling the 
tuberculosis patient, with special attention to the influence 
of social and economic problems on the recalcitrant 
patient. The worker will be attached to the South- 
western Michigan Tuberculosis Sanatorium staff at 
Kalamazoo and will work especially with local health de- 
partments, and allied community 
patients to that institution. 

Two public health nurses have been added and will 
be loaned on a direct service basis to local health depart- 
ments to facilitate the prompt follow-up of the depart- 
ment’s mass x-ray programs so essential to the effective- 
ness of the screening procedures. 

The division plans to promote tuberculin testing in 
areas of high incidence of tuberculosis and also in areas 
with low morbidity and mortality, to help to determine 
the size of the reservoir of tuberculous infection in the 
population in general and in specific areas. It is believed 
that a comprehensive program of tuberculin testing will 
provide a reliable criterion of progress in the total control 
program. 


agencies, sending 


DOCTOR HOFSTRA FILLS IN FOR 
DOCTOR ISBISTER 


Raymond Hofstra, M.D., has been assigned to the 
Michigan Department of Health on loan to replace J. 
L. Isbister, M.D., Tuberculosis Control Officer of the 
Department while Dr. Isbister is on military leave. Dr. 


Hofstra has been doing clinical tuberculosis work in 
USPHS hospitals. 


HEALTH DIRECTOR CHANGES 


Joseph D. Heaslip, M.D., was appointed director of the 
Barry County Health Department effective July |, 
succeeding Dr. Virgil Slee. 

E. J. Brenner, M.D., became director of the Shiawasset 
County Health Department on July 6. 

W. A. Werner, M.D., is the new director of the Dickin- 
son-Iron District Health Department. 

Gladys J. Kleinschmidt, M.D., has been appointed 
director of the Manistee-Mason District Health Depart 
ment effective August 1. 
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KARO 
SYRUP 


BELONGS IN THIS PICTURE! 





...a carbohydrate of choice 
in milk modification for 3 generations 


OPTIMUM caloric balance—60% of caloric 
intake, gradually achieved in easily 
assimilable carbohydrates—is assured with 
Karo. Milk alone provides 28%, or less than 
half the required carbohydrate intake. 


_A MISCIBLE liquid, Karo is quickly dissolved, 
easy to use, readily available and inexpensive. 


A BALANCED mixture of dextrins, maltose 
and dextrose, Karo is well tolerated, easily 
digested, gradually absorbed at spaced 
intervals and completely utilized. 


PRECLUDES fermentation and irritation. 

Produces no reactions, hypoallergenic. 
Bacteria-free Karo is safe for feeding prematures, 
newborns, and infants—well and sick 


LIGHT and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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| THE New 


> Mw-l 
, MICROWAVE DIATHERMY 


As an effective and convenient means 
of producing heat and increased blood 
flow, the new Burdick Microtherm rep- 
resents the latest developments in effi- 
ciency and design. 

Direction and focus of the microwave 
radiations are controlled easily and 
rapidly with this new unit. Automatic 
timer and other safety features are 
standard equipment. 

The dependable Burdick construction 
and rapid service from highly experi- 
enced, reliable dealers throughout the 
country add to the value of the “MW-1” 
in your practice. 


MK <aiap, . 
ame, Please write for 


“4 descriptive literature. 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Mich. 
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In Memoriam 


PPPORG 


ARTHUR M. GANNAN, M.D., Assistant Chief of 
Staff at St. Joseph Mercy Hospital, Detroit, died 
suddenly April 25, 1954, at his home. He was forty- 
eight years old. 


A native of Hartford City, Indiana, Dr. Gannan came 
to Detroit thirty-five years ago. He was a graduate of 
the Detroit College of Medicine, now a part of the 
Wayne University College of Medicine. 

Surviving Dr. Gannan are his widow, Henrietta, one 
son, Dennis, his parents, and two brothers and two 
sisters. 


JOHN M. GRAFF, M.D., who had practiced in 
Detroit for twenty-five years, died May 4, 1954, at the 
age of sixty. 

Dr. Graff was graduated from the Detroit College of 
Medicine, now a part of Wayne University College of 
Medicine, in 1920. He was on the staff of St. Joseph 
Mercy Hospital. 

Dr. Graff, who made his home in Utica, is survived 
by his wife, NaDean; a daughter, Mrs. Lawrence Pillars, 
a brother and three sisters. 


EDWARD J. KALETA, M.D., of Flint, died April 
7, 1954, when a revolver which he was examining in his 


home accidentally discharged. He was thirty-eight years 
old. 


Dr. Kaleta was secretary of the medical staff at St. 
Joseph Hospital. 

He served in the Army Medical Corps during World 
War II, achieving the rank of captain. For almost two 
years, he was overseas in the European Theater. 

A native of Chicago, Dr. Kaleta was graduated from 
Holy Trinity High School there in 1933. He received 
his B.S. degree from Loyola University, Chicago, in 
1937, and two years later was graduated from the 
Loyola School of Medicine. Dr. Kaleta entered practice 
in Flint in 1940. 


Survivors include his wife, Olga Arlene, two sons and 
a daughter. 


WALTER J. MUELLENHAGEN, M.D., who had 
practiced for thirty-six years in Highland Park and De- 
troit, died May 9, 1954, at the age of sixty-one years. 

Dr. Muellenhagen was a graduate of the former De- 
troit College of Medicine, now incorporated in Wayne 
University College of Medicine. A resident of Highland 
Park for twenty-eight years, until 1948, Dr. Mueller 
hagen had been active in Highland Park service club 
and civic affairs over a long period. 

He was a member of the American Academy of Gen- 
eral Practice. 


Dr. Muellenhagen is survived by his wife Jeanette; two 
sons, Hugh W. and Walter J., Jr., and a sister. 
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for potent, nonhormonal therapy 


~ 


aff at St. 
The anti-arthritic potency of BUTAZOLIDIN is well 

meal bstantiated by recent clinical reports. In peripheral 

Imost two substan ” y hog Pp . perip 

ater. rheumatoid arthritis, for example, BUTAZOLIDIN produced 

ated from “‘major improvement” in 42.9 per cent of the patients studied ; 

> received : . tas 66 is Si . ” 

in rheumatoid spondylitis ““major improvement 

licago, in s : 

from the in 80 per cent; and in gout 90.9 per cent demonstrated 

d practice “marked improvement” or “complete remission of symptoms 
and signs within 48 hours.”’* 

» sons and 


BUTAZOLIDIN being a potent agent, the physician should carefully select 
candidates for treatment and promptly adjust dosage to the minimal 
who had individual requirement. Patients should be regularly examined during 
jane ae treatment, and the drug discontinued should side reactions develop. 


one years. 
—" Detailed literature on request. 
in Wayne *MacKnight, J. C.; Irby, R., and Toone, E. C., Jr.: Geriatrics 9:11] (Mar.) 1954. 
Highland 
a. Butazo.ipin® (brand of phenylbutazone): Red coated tablets of 100 mg. 
rvice clu 
» of Ge GEIGY PHARMACEUTICALS 
, . Division of Geigy Chemical Corporation 
sates ane fi'\ 220 Church Street, New York 13, N.Y. 
In Canada: Geigy Pharmaceuticals, Montreal 423 
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MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 
Sheraton-Cadillac Hotel, Detroit 
Wednesday-Thursday-Friday, September 29-30-October 1, 1954 
You are urged to attend! 


MICHIGAN AUTHORS 


Donald F. Waterman, M.D., Grand Rapids, is co- 
author with Stanley M. Levenson, M.D., Richmond, Va., 
Conrad L. Pirani, M.D., Chicago, Illinois, and John W. 
Braash, M.D., Rochester, Minnesota, of an article 
entitled “The Effect of Thermal Burns on Wound Heal- 
ing,’ published in Surgery Gynecology and Obstetrics, 
July, 1954. 

Harold Fulton M.D., and David J. Sandweiss, M.D., 
Detroit, are the authors of an article entitled “Intra- 
venous Cholangiography—Preliminary Report,” published 
in Harper Hospital Bulletin, May-June, 1954. 

Clifford D. Benson, M.D., Detroit, is the author of an 
article entitled “Pre- and Post-Operative Care Problems 
in Surgery of the Infant and Child,’ published in 
Harper Hospital Bulletin, May-June, 1954. 

Lynn A. Ferguson, M.D., James A. Ferguson, M.D., 
Ben R. Van Zwalenburg, M.D., and Edward F. Ducey, 
M.D., Grand Rapids, are the authors of an article 
entitled “Clinical X-Ray Staff Conferences on the Colon 

V. Cancer of the Colon Found in a Patient Demon- 
strating Complete Duplication of Structures on Hind 
Gut Origin,” presented before the Eighteenth Annual 
Convention of the National Gastroenterological Associa- 
tion, Los Angeles, California, and published in the 
American Journal of Gastroenterology, July, 1954. 

K. T. Johnstone, M.D., Saginaw, is the author of an 
article entitled “The Accident Parade,’ published in 
Industrial Medicine and Surgery, July, 1954. 

W. S. Reveno, M.D., Detroit, is the author of an 
editorial entitled “Shall Doctors Pay for Their Medical 
Care?” published in the Detroit Medical News, June 
14, 1954, and quoted in Industrial Medicine and Surgery, 
July, 1954. 

A. F. Lecklider, M.D., Detroit, is the author of an 
article entitled “Industrial Medicine and Disaster, Atomic 
Bomb Preparedness,” published in Industrial Medicine 
and Surgery, July, 1954. 

Gordon A. Eadie, M.D., Ypsilanti, is the author of an 
article entitled “The General Motors Disaster at Livonia,” 
published in Industrial Medicine and Surgery, July, 1954. 

William H. Havener, M.D., Columbus, Ohio, and 
John Woodworth Henderson, M.D., Ann Arbor, are the 
authors of an article entitled “Comparison of Flicker 
Perimetry with Standard Perimetric Methods,” published 
in A.M.A. Archives of Ophthalmology, July, 1954. 

Arthur C. Curtis, M.D., Florante C. Bocobo, M.D., 
E. Richard Harrell, M.D., and Walter D. Block, Ph.D., 
Ann Arbor, are the authors of an article entitled “The 
Effect of Stilbenes and Related Compounds on the 
Mycoses,” presented by Dr. Curtis before the Panel on 
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Military Dermatology at the twelfth annual meeting of 
the American Academy of Dermatology and Syphilology, 
Chicago, Illinois, December 10, 1953, and published in 
the United States Armed Forces Medical Journal, July, 
1954. 

Aran S. Johnson, M.D., Paul G. Firnschild, M.D., and 
Harold Fulton, M.D., Detroit, are the authors of an 
article entitled “Visualization of Coronary Sinus Graft 
and Venous Pathways of the Heart in Living Animals,” 
published in Harper Hospital Bulletin, May-June, 1954. 

John W. Smillie, Ann Arbor, is the author of an 
article entitled “The Effect of Streptokinase on Simv- 
lated Hyphemia, with a Study of Its Toxicity to Anterior 
Chambers of Rabbits,” published in The American 
Journal of Ophthalmology, June, 1954. 

Frank L. Rector, M.D., Chicago, formerly of Lansing, 
is the author of an article entitled “Cancer in Child- 
hood,” published in Today’s Health, August, 1954. 

Jean B. Rosenbaum, M.D., and Darwood Hansen, 
Detroit, are the authors of an article entitled “Simple 
Cardiac Pacemaker and Defibrillator,” published in The 
Journal of the American Medical Association, July 24, 
1954. 

Martin J. Urist, M.D., South Haven, is the author of 
an article entitled “Diagnosis in Exotropia,” published in 
the American Journal of Ophtralmology, July, 1954. 

John M. Hammer, M.D., Patrick H. Seay, Ph.D., 
Albert De Groat, M.D., Kalamazoo, and Frank W. 
Prust, M.D., Detroit, are the authors of an article 
entitled “Preserving Arterial Segments for the Blood 
Vessel Bank,” published in AMA Archives of Surgery, 
July, 1954. 

A. Ray Hufford, M.S., M.D., Grand Rapids, is the 
author of an article entitled “Integrative Esophago- 
gastroscopy,” presented as part of the Course in Post- 
graduate Gastroenterology of the National Gastroentero- 
logical Association, Los Angeles, California, October 15, 
16, 17, 1953, and published in the American Journal of 
Gastroenterology, August, 1954. 

M. O. Cantor, M.D., Andrew Scharf, M.D., and 
Earle Acker, M.D., Detroit, are authors of an article, 
“The Effect of Variations of Position upon the Gastro- 
duodenal Arterial Pressure,” published in the American 
Journal of Digestive Diseases, July, 1954. 

* * 


The first of four five-day courses to be given by the 
Army Medical Service during the present fiscal year on 
“The Medical Care of Atomic Casualties” began © 
August 24, 1954. ; 

The courses, endorsed by the Secretary of the Ameri 
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can Medical Association and the Secretary of the Council 
on Emergency Medical Service of the American Medical 
Association, will be presented at the Army Medical 
Service Graduate School, Walter Reed Army Medical 
Center, Washington, D. C. 

The other three courses to be presented during the 
fiscal year will be given on the following dates: October 
25-30, 1954; January 10-15, 1955, and March 7-12, 
1955. 

The courses are open to active duty professional 

officers of the component corps of the Army Medical 
Service and to medical service professional personnel 
of the Air Force, Navy, Public Health Service, Veterans 
Administration and Civil Defense. 
Medical Service personnel should submit 
application to the Office of The Surgeon General, Atten- 
tion: Personnel Division, Career Management Branch. 
All others desiring to attend the course should direct 
their applications through their proper command or 
administrative channels. 


Army 


* * * 


A recent report by Oveta Culp Hobby, Secretary of 


- Health, Education and Welfare, shows that at the end 


of 1953 nearly 6 million persons were receiving old-age 
and survivors insurance benefits (Social Security) at a 
monthly rate of $254 million. Michigan’s total was 
259,688 persons, receiving monthly benefits aggregating 
$11,882,329. 


To increase the number of well-trained teachers in 
the field of preventive medicine, the National Foundation 
for Infantile Paralysis is now offering a limited number 
of senior fellowships to physicians interested in study 
and research in the teaching of preventive medicine. 
This is a new effort to bring support to this field. 

The program of study may be undertaken at an ap- 
proved school of public health or in a department of 
preventive medicine of an approved medical school. 

Fellowships will be awarded for one or more years, 
with stipends ranging from $4,500 to $7,000 a year, 
depending upon marital status and number of dependents. 

The fellowships will be awarded only to graduate 
physicians in good health who are United States citizens 
or applicants for citizenship, have completed at least 
one year of internship in an approved hospital and have 
had not less than two years of additional training and 
experience, including some teaching responsibility, in one 
of the specialties related to preventive medicine. Candi- 
dates are selected on a competitive basis by the Clinical 
Fellowship Committee of the National Foundation for 
Infantile Paralysis. 

Each recipient of a fellowship must have the intention 
of teaching preventive medicine in the United States or 
its territories after completing his studies. 

Fellowship applications are accepted any time during 
the year, but are activated only after Committee action. 
Applications received by September 1 are considered 
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Jute ol aiid RAINS  copemyaagat, avennnll 


“It is strange,” Malleson says, “how little clinical recognition” has been given 
to the “negative behavior” or “endogenous misery” of the woman with endocrine 
imbalance. Largely accountable for this, of course, is the patient’s own reluctance 
to discuss these symptoms with her physician until she actually suffers from some of 
the more obvious menopausal symptoms such as hot flushes. Even then she may become 


so accustomed to her change in feeling she can’t remember what it’s like to feel well." 


Changes in the mood pattern are just a few of the many distressing symptoms 
of declining ovarian function which are so often disguised because they do not always 
coincide with cessation of menstruation, and at times will occur long before, and even 
years after. Other good examples are insomnia, headache, easy fatigability, arthralgia 
— and understandably so, when one considers that the loss of ovarian hormone “with- 
292 ‘ 


draws one of the most important metabolic regulators of the organism. 


t 


“Premarin” is a preparation of choice for the replacement of body estrogen. 
“Premarin” presents a complete equine estrogen-complex and all the components 
of this complex are meticulously preserved in their natural form. This largely explains 
why “Premarin” not only produces prompt symptomatic relief but also imparts an 
important “plus” — the distinctive “sense of well-being” that patients find so highly 


gratifying. These benefits of “Premarin” have made it a natural estrogen widely 


prescribed by physicians . . . and often preferred by patients. 
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has no odor Estrogenic Substances (water-soluble), also known as conjugated 


... imparts no odor estrogens (equine), available in both tablet and liquid form 


1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine 
Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23. 
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ammonium chloride 
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about November 1; those received by December | are 
considered about February 1; and those received by 
March 1 are considered on or about May 1. 

For further information, address the National Founda- 
tion for Infantile Paralysis, Division of Professional Edu- 
cation, 120 Broadway, New York 5, N. Y. 


* * * 


Wm. A. Hudson, M.D., Detroit, was elected President 
of the American College of Chest Physicians at its 
twentieth annual meeting in San Francisco last June. 
Willard B. Howes, M.D., Detroit, was chosen as Regent 
for the District and Wm. P. Chester, M.D., Detroit, 
serves as Governor of the College for Michigan. The 
1955 annual meeting will be held in Atlantic City, 
June 2-5. 

* * * 

A Conference on Silicosis and Occupational Chest 
Diseases will be held at Saranac Lake, New York, 
February 7-9, 1955, sponsored by the Saranac Labora- 
tory and the McIntyre Research Foundation of Toronto. 
For program, write N. R. Sturgis, Jr., P.O. Box 551, 
Saranac Lake, N. Y. 

* * * 

C. C. Sturgis, M.D., Ann Arbor, President of the 
American College of Physicians, will preside at a tele- 
vision panel through a national closed circuit over CBS 
on September 23. The symposium will be beamed to 
ACP members on “Management of Hypertension.” The 
telecast is made possible through the co-operation of 
Wyeth, Inc., of Philadelphia, and marks the first nation- 
wide closed circuit hook-up for postgraduate medical 
education. 

Doctor Sturgis is a member of the new Scientific and 
Educational Council of the American Foundation for 
Allergic Diseases, recently created to promote more re- 
search and wider professional education in the field of 
the allergic diseases. 

* * * 

“Newer Developments in Cardiovascular Diseases’ is 
the title of a course to be given at Mt. Sinai Hospital, 
New York City, October 11-15, 1954, under the 
auspices of the American College of Physicians. For pro- 
gram, write A. M. Master, M.D., 5th Avenue, and 100th 
Street, New York 29, N. Y. 

* * # 

The Sixth American Congress on Obstetrics and 
Gynecology wil! be held at the Palmer House, Chicago, 
December 13-17, 1954. For program, write 116 S. 
Michigan Avenue, Chicago 3, Illinois. 

* * * 

The Academy of Psychosomatic Medicine will devote 
1s annual meeting to be held at the Plaza Hotel, New 
York City, October 8 and 9, 1954, to “Psychosomatic 
Aspects of Surgery.” For program, write Ethan Allan 
Brown, 75 Bay State Road, Boston 15, Massachusetts. 

* * # 

The Inter-Society Cytology Council will hold its 

annual meeting at the Statler Hotel, Boston, November 
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PARITY AND 
CONCEPTION CONTROL 


A report covering a total of 
425 patient years of exposure 


A meticulous study! of 325 patients using 
jelly alone as a contraceptive measure 
notes a markedly higher degree of effec- 
tiveness for this technic “among patients 
of lower parity.” 


Apparently this significant conclusion 
can be attributed mainly to the anatomic 
factor. The less relaxed vagina in the 
lower parity group permits a more suc- 
cessful confinement of the jelly to the 
region of the external os. 


For a period of three years, Guttmacher 
and associates! studied the efficacy of 
jelly-alone technic for contraception 
among multiparas and patients of lower 
parity. Although the method achieved 
marked success among all groups, a few 
unplanned pregnancies did occur. It was 
possible to categorize all of these un- 
planned pregnancies into either “method 
failures” or “patient failures.” Patient 
failures were those wherein patients 
readily admitted occasional or frequent 
omission of the use of the jelly before in- 
tercourse. Method failures were attrib- 
uted only to those cases where patients 
averred a complete adherence to the use 
of the jelly. 


With 325 patients using the jelly-alone 
[RAMSES VAGINAL JELLY] technic for pe- 
riods ranging from 3 months to 3 years, 
a computation showed that there was a 
total of 425 exposure years involved. The 
total unplanned pregnancy rate averaged 
only 16.7 per 100 patient years of 
exposure. 


When method failures only were com- 
puted, the unplanned pregnancy rate 
dropped to 10.82 per 100 years of 
exposure. 


1. Finkelstein, R.; Guttmacher, A., and Goldberg, R.: Am. 
J. Obst. & Gynec. 63:664, Mar., 1952. 
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Conception control in 325 patients using RAMSES 
Vaginal Jelly for 3 months to 3 years’ 


On the basis of observations, the conclu- 
sion is valid that while RAMSES VAGINAL 
JELLY is markedly effective as a jelly- 
alone technic, the method is “one of 
choice” in patients of lower parity and, 
of course, among the nulliparous. 


Because parity, motivation, and patient 
intelligence all play a major part in the 
success of a contraceptive technic, the 
final basis for selection of the contracep- 
tive method must rest with the physician 
whose judgment is predicated on a thor- 
ough evaluation covering all of these 
factors. 


When in the judgment of the physician, 
parity, anatomic factors, or motivation 
indicate the use of the diaphragm-and- 
jelly method of contraception, the 
RAMSES® TUK-A-WAY® Kit is recom- 
mended. The RAMSES® diaphragm is flex- 
ible and cushioned—provides an optimum 
barrier and utmost comfort. In combina- 
tion with RAMSES jelly = 5 

it offers a reliable con- 

traceptive technic. 


Physicians may now obtain a compli- 
mentary package of RAMSES VAGINAL 
JELLY*. Requests on your prescription 
blank should be mailed to Dept. EAI, 
Julius Schmid, Inc., 423 West 55th Street, 
New York 19, N. Y. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a 
base of long-lasting barrier effectiveness, 


JULIUS SCHMID, INC. gynecological division 
423 West 55th Street, New York, 19, N. Y. 
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12 and 13, 1954. For program, write 634 N. Grand 
Blvd., St. Louis 3, Missouri. 


* * * 


The Third International Congress on Diseases of the 
Chest will be held at Barcelona, Spain, October 4-8, 
1954. For information, write American College of Chest 
Physicians, 112 E. Chestnut Street, Chicago 11, Illinois. 


* * * 


The Ninth Postgraduate Course on Diseases of the 
Chest, sponsored by ACCP, will be held at Knicker- 
bocker Hotel, Chicago, October 18-22, 1954. 


* * * 

The New York Acadaniy of Medicine will hold its 
27th Graduate Fortnight on “Infections and Their 
Management,” October 18-29, 1954. For program, write 
the Academy at 2 E. 103rd Street, New York 29, N. Y. 

* * ” 


The American Association of History of Medicine 
will hold its annual meeting in Detroit and Ann Arbor, 
May 12, 13 and 14, 1955. A. H. Whittaker, M.D., 
Detroit, is General Chairman of Arrangements. 


* * * 


The American Committee on Maternal Welfare, Inc., 
reports that, during the last twenty years, the reduction 
of maternal mortality has dropped from approximately 


seven per 1,000 live births down to a fraction of one 
per 1,000 live births. 


* * * 


The University of Michigan Medical Alumni Reunion 
Banquet will be held in the Banquet Room of the 
Veterans Memorial Building, Detroit, on Wednesday, 
September 29, 6:30 pm. Dean A. C. Furstenberg, 
M.D., has promised a splendid program and cordially 
invites all graduates of Michigan, former interns and 
residents of University Hospital, their wives and friends, 
For information, contact R. M. Nesbitt, M.D., University 
Hospital, Ann Arbor. Tickets will be available opposite 
the MSMS registration desk, Sheraton-Cadillac Hotel, 
Sept. 29-30, Oct. 1, 1954. 


* * * 


Wayne University Alumni Association will hold its 
annual Alumni Banquet on Thursday, September 30, in 
the English Room of the Sheraton-Cadillac Hotel, Detroit, 
at 6:30 p.m. 

Alumni, their wives and guests are cordially invited. 
Tickets will be available opposite the MSMS registra- 
tion desk, Sheraton-Cadillac Hotel, Sept. 29-30, Oct. 1, 
1954. 

Donald S. Leonard, Detroit, will speak on “The 
Citizen’s Responsibility.” 

The report of the Medical School to the Alumni will 
be presented, and the banquet program will be dismissed 
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literature available on request from: 


PHARMACIA LABORATORIES, Inc. 


Executive Offices: 270 Park Ave., New York 17, N. Y., Sales Offices: 300 First St., N.E., Rochester, Minn. 


Bargen reports that since 1949 ap- 
proximately 100 patients have been 
treated with Azulfidine. “The results 
have been extremely satisfactory in 
most cases.” 


Personal communication (Apr. 
12, 1950) 


Of 119 patients treated with Azulfi- 
dine prior to 1944, 90 patients (75%) 
were symptom-free or considerably 
improved when re-examined in 1949. 


Svartz, N.: Acta. Med. Scandi- 
nav. 141:172, 1951. 


successful in the treatment 


of ulcerative colitis... Amul dine 
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1952 
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In a series of 52 patients with chronic 
ulcerative colitis 30, or 58%, showed 
significant improvement after treat- 
ment with Azulfidine. 


Morrison, L. M.: Gastroenterol- 
ogy 21:133, 1952. 


Morrison says: “Azopyrine {Azulfi- 
dine] . . . has been effective in con- 
trolling the disease in approximately 
two-thirds of patients who had previ- 
ously failed to respond to standard 
colitis therapy currently in use.” 


Morrison, L. M.: Rev. Gastroen- 
terology 20:744 (Oct.) 1953. 
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in time for all of the alumni to attend “State Society 
Night” in the Grand Ballroom of the Sheraton-Cadillac 
Hotel. 
An Alumni Headquarters will be maintained at the 
Sheraton-Cadillac Hotel during the annual session. 
* + * 


The Jewish Consumptives’ Relief Society Hospital of 
Spivak, Colorado, has opened one of its buildings, with 
a capacity of 100 beds, to admit medically indigent 
patients with malignant disease including cancer, 
leukemia, sarcoma, et cetera. This recent action resulted 
in more beds being available for tuberculous patients 
than there were applicants. Necessary alterations were 
made in the separate building set aside for the cancer 
program, which is limited to medically indigent patients, 
with no charge being made for any of the services pro- 
vided. For information on the JCRS Hospital program, 
write Medical Director Jerome L. Leon, M.D. 

* * * 


The Wayne County Medical Society’s Ethics Com- 
mittee has recommended to The Council (WCMS) that 
before a doctor of medicine is dropped from membership 
in the county society for non-payment of dues, he be 
contacted by the WCMS Counselor Service to determine 
the reason for his non-payment of dues and to learn 
whether the Society may be of assistance. The Com- 
mittee points out that, in the past, physicians have 
allowed their membership to lapse due to some mis- 


MEDICAL TELEVISION SHOWS OVER WJBK-TVv 
Sponsored by the 
MICHIGAN HEALTH COUNCIL 


Subject 
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Film 

R. G. Sickels, Detroit 

H. W. Brenneman, Lansing 
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O. Tod Mallery, M.D., Ann 
Arbor 

David G. Steinicke, East 
Lansing 

Mary Ellen Delsipee, Sagi- 
naw 

Roland M. Athay, M.D., 
Detroit 

Dr. Paul T. Rankin, Detroit 





Rehabilitation 

Medical 
Messages 

Beat the Heat 


Farm Safety 
Week 


Alcoholism 





understanding that could have been clarified if the 
Society had been cognizant of the member’s problem. 
The recommendation of the Ethics Committee was ap- 
proved by The Council at its meeting of July 2. 


x * * 
“Mobilizing Your Personnel Resources For Better 


Patient Care” is the title of an informative brochure just 
released by the Office of Defense Mobilization, through 
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The Skin Testing Set con- 
tains 91 vials of activated 
allergens and dropper 
bottle of solvent. Each 
vial is sufficient for 25 
scratch tests for diagnosis 
of hay fever, asthma, 


BARRY’S ALLERGY TESTING SET IS 
IMPORTANT TO YOUR PRACTICE 


Now—with Barry’s specially-designed ‘Physician Skin Testing 
Set,” and Barry isodynamic activated allergens—the general 
practitioner can expertly diagnose and treat allergic patients in 
his own office. 

While other forms of therapy may relieve allergies temporarily, 
Barry’s scientifically-balanced allergens actually combat the 
cause, help effect the cure. 


urticaria, angio-neurotic 
edema or migraine. After 
diagnosis, based on data 
you supply, Barry tech- 
nicians custom-make a 
desensitization formula 
for your patient. 


IMPORTANT COUPON 


Cboredtria, Gre. 


9100 Kercheval Avenue, Detroit 14, Michigan 


SEPTEM IER, 1954 


Broaden your practice in allergy fields with the “Physician 
Skin Testing Set.” Make quick, accurate tests, treat 
allergies with safety and assurance in your own office. 


MAIL TODAY FOR COMPLETE DETAILS 
BARRY LABORATORIES, INC. 


9100 Kercheval Avenue, Detroit 14, Mich. 


Gentlemen: 
Please send me further information on Barry 
Laboratories Allergenic Products. 
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Howard A. Rusk, M.D., Chairman of Health Resources 
Advisory Committee. For copies, write H. A. Rusk, M.D., 
Washington 25, D. C. 


* * * 


L. Fernald Foster, M.D., Bay City, Secretary of 
MSMS, was the principal speaker when the City of 
Lansing dedicated its beautiful new No. 3 Fire Station 
on August 4. His appearance was arranged by L. A. 
Drolett, M.D., long-time member of the Lansing Board 
of Police and Fire Commissioners. Dr. Foster has held 
key official and unofficial positions related to the develop- 
ment and modernization of the Bay City Fire Department 
and is considered an authority in the field of fire-fighting 
services and equipment. 

Incidentally, the new No. 3 Station is only four blocks 
from 606 Townsend and has the primary responsibility 
for protecting the MSMS “home.” This was mentioned 
by Secretary Foster in his dedicatory talk. 


* * * 


Roger DeBusk, M.D., has been appointed Director 


of the Grace Hospital, Detroit. Dr. DeBusk formerly 
was with the American Hospital of Oakland, California. 


* * * 


E. F. Sladek, M.D., Traverse City, Past President of 
MSMS, was elected Grand Medicin of the “40 and 8” 
of Michigan at its annual convention in July. 
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Research at University of Michigan.—As of August 
2, 1954, the University of Michigan announced a total 
of fifty-one research grants to be conducted this year. 
Among the projects the following may be of interest to 
our readers: 


Adam A. Christman, professor of biological chemistry, 
A Study of the Muscle Extractives Carnosine and 
Anserine; Great Lakes Research Institute, A Synoptic 
Limnological Study of Lake Huron; Felix G. Gustafson, 
professor of botany, Synthesis of B-Vitamin by the Root, 
Hypocoty] and Epicotyl of the White Lupine, when 
Cultured in Solution; Robert L. Hunter, instructor in 
anatomy, Study of the Relationship between Aliesterase 
and Gonadal Hormones; Carl D. LaRue, professor of 
botany, The Effects of Various Morphogenetic Factors 
on the Morphology of the Gametophytes and Sporophytes 
of Bryophytes, Pteridophytes and Spermatophytes; 
Gordon E. Peterson, associate professor of speech, A 
Method of Speech Synthesis; Lawrence B. Slobodkin, 
instructor in zoology, The Effect of Exploitation of 
Daphnia Populations; Alexander H. Smith, professor of 
botany, A Manual of the Fleshy Hymenomycetes of the 
Western United States; and L. C. Stuart, associate pro 
fessor of zoology, Studies of the Herpetofauna of the 
Sierra De Los Cuchumatanes of Guatemala. 


Middle English 


professor of 


Dictionaries, 
associate 


The Committee on 


Dictionary; Ernst Pulgram, 


(Continued on Page 1054) 
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Romance Languages and of Classical Linguistics, (1) 
Research in Gubbio, Italy, (2) Book; In Conjunction 
with Sabbatical Leave, 1954-1955. 

George Herman, assistant professor of speech, 
Quantitative Study of Recruitment of Loudness in 
Hearing Loss; and Makepeace U. Tsao, assistant pro- 
fessor of biochemistry, Blood Chemical Study of Uremia. 

Donald B. Canham, associate supervisor in physical 
education and head track coach, A Comparative Study of 
European Physiological Experiments and Training. 

George R. L. Gaughran, instructor in anatomy, Muscle 
Group Forces at Joints; Volney H. Jones, Curator of 
Ethnology, Museum of Anthropology, Preparation of a 
Compendium of Data on Economic Botany of Indians 
of the Southwest; George H. Lauff, instructor in 
zoology, Primary Production of Organic Matter in an 
Aquatic Environment; Clifford R. Noll, Jr., instructor 
in biological chemistry, Study of the Organic Acid and 
Amino Acid Composition of Plants; Frederick K. 
Sparrow, professor of botany, Revision of “Aquatic 
Pliycomycetes”; and Lewis E. Wehmeyer, professor of 
botany, Perithecial Development in the Pyrenomycetous 
Fungi. 

Irwin Brown, senior clinician, Speech Clinic, Drug 
Therapy in the Rehabilitation of Dysphasic Patients; 
Russell N. DeJong, ehairman of the Department of 


Neurology, and Elizabeth C. Crosby, professor of 


anatomy, Experimental Studies on the Central Nervoys 
System; Robert E. Moyers, professor of dentistry, A 
Study of the Instantaneous Centers of the Rotation of 
the Jaw; and Albert H. Wheeler, assistant professor of 
bacteriology, Immunologic Studies to Resistance to In- 
duced and Transplantable Tumors in Tissue Treated 
Mice. 


* * * 


AMA Meeting.—Michigan registrants at the June, 
1954, San Francisco session of the AMA included the 
following MSMS members: 


Arnold O. Abraham, M.D., Hudson; George D. Albers, 
M.D., Grand Rapids; M. J. Albert, M.D., Saginaw; 
Warren W. Babcock, M.D., Detroit; R. H. Baker, M_D., 
Pontiac; Leo H. Bartemeier, M.D., Detroit; Vernon 
V. Bass, M.D., Saginaw; Robert Berry, M.D., Ann 
Arbor; Oscar Bigman, M.D., Detroit; Paul Boothy, 
M.D., Lawrence; Carl F. Boothby, M.D., Hartford; 
Philip E. M. Bourland, M.D., Calumet; H. E. Branch, 
M.D., Flint; Wm. Bromme, M.D., Detroit; R. C. 
Buerki, M.D., Grosse Pointe; W. D. Butt, M.D., Detroit. 

A. J. Dalgleish, M.D., Watervliet; Milton A. Darling, 
M.D., Detroit; Ralph Ernest Dawson, M.D., Flint; Carle- 
ton Dean, M.D., Lansing; Carleton R. Dean, M.D., De- 
troit; Alphonse R. Deresz, M.D., Detroit; John §. 
DeTar, M.D., Milan; Harry M. Dickman, M.D., Hudson; 
J. Lewis Dill, M.D., Detroit; F. D. Dodrill, M.D., Bloom- 
field Hills; Wilbur E. Dolfin, M.D., Ann Arbor; Edward 
Dowdle, M.D., Detroit; Ira G. Downer, M.D., Detroit; 
Forrest M. Dunn, M.D., East Lansing; J. Colin Elliott, 


(Continued on Page 1056) 
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ens 8: 
MEDICAL PROTECTIVE 
COMPANY 


FortT WAYNE. INDIANA 


PROFESSIONAL PROTECTION 
EXCLUSIVELY 
SINCE 1899 


DETROIT Office: 
George A. Triplett, and 
Richard K. Wind, Representatives, 
200 Medical Arts Bidg., 
13710-14 Woodward Ave., 
Telephone Townsend 8-7980 














¢. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone. Dial 2-4100—2-4109 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 
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M.D., Buchanan; Dwight C. Ensign, M.D., Detroit; D, 
C. Eisele; M.D., Ironwood. 

Michael Faber, M.D., Benton Harbor; Stefan S. Fajans 
M.D., Ann Arbor; L. S. Fallis, M.D., Detroit; Harold 
F. Falls, M.D., Ann Arbor; Martin Z. Feldstein, MD., 
Detroit; Edwin H. Fenton, M.D., Detroit; Louis G. 
Ferrand, M.D., Rockford; R. Lamar Fitts, M.D., Grand 
Rapids; C. T. Flotte, M.D., Ann Arbor; George A. Ford, 
M.D., Detroit; L. Fernald Foster, M.D., Bay City; F. 
Bruce Fralick, M.D., Ann Arbor; Marion J. Franjac, 
M.D., Detroit; Mary M. Frazer, M.D., Detroit; Harold 
Fulton, M.D., Detroit. 


Laslo Galdonyi, M.D., Detroit; Wm. G. Gamble, Jr., 
M.D., Bay City; B. F. Gariepy, M.D., Royal Oak; 
Lambert J. Geerlings, M.D., Fremont; L. O. Geib, MLD., 
Detroit; Wm. J. Gelhaus, M.D., Monroe; Harold R. 
Gilbert, M.D., Wyandotte; G. B. Goddard, M.D., Pick- 
ford; J. S. Graham, Jr., M.D., Grosse Pointe; Jacques 
P. Gray, M.D., Detroit; W. S. Greenlee, M.D., Detroit; 
Elisha S. Gurjian, M.D., Detroit; Ralph Hager, M_D., 
Hudsonville; L. James Hallen, M.D., Detroit; John 
M. Hammer, M.D., Kalamazoo; Marvin R. Hannum, 
M.D., Milan; Frank W. Hartmann, M.D., Detroit; 
Wilfrid Haughey, M.D., Battle Creek; Glenn E. Hause, 
M.D., Detroit; W. D. Hayford, M.D., Lansing; H. J. 
Hazeldine, M.D., New Orleans; L. E. Henrich, MLD., 
Detroit; Robt. W. Heinle, M.D., Kalamazoo; B. I. 
Hirschowitz, M.D., Ann Arbor; D. C. Howe, MLD., 
Sault Ste. Marie; Wm. A. Hudson, M.D., Detroit; A. 
Ray Hufford, M.D., Grand Rapids; Leroy W. Hull, 
M.D., Detroit; T. S. Huminski, M.D., Grosse Pointe; W. 
H. Huron, M.D., Iron Mountain; Wm. A. Hyland, M_D., 
Grand Rapids. 


John F. Itzen, M.D., South Haven; Marion W. Jocz, 
M.D., Grosse Pointe; Henry T. Johnson, M.D., Lansing; 
O. J. Johnson, M.D., Bay City; Ralph A. Johnson, M_D., 
Detroit; F. D. Johnson, M.D., Ann Arbor; K. T. John- 
stone, M.D., Saginaw; Reuben L. Kahn, M.D., Ann 
Arbor; Jacob M. Kaufman, M.D., Detroit; Donald H. 
Kaump, M.D., Detroit; Jack Kaupman, M.D., Detroit; 
Wm. H. Kern, M.D., Garden City; Howard J. Kerr, 
M.D., Muskegon; R. J. Kokowicz, M.D., Detroit. 


Robert G. Laird, M.D., Grand Rapids; John L. 
Langin, M.D., Detroit; Nicholas E. Lanning, M_D., 
Grand Rapids; Helen E. Lanting, M.D., East Lansing; 
James O. Lawrence, M.D., Kalamazoo; E. F. Lewis, M.D., 
Jackson; Toby Levitt, M.D., Battle Creek; Traian 
Leucutia, M.D., Detroit; M. L. Lichter, M.D., Detroit; 
James Lightbody, M.D., Detroit; Ezra Lipkin, M_.D., 
Detroit; Clarence S. Livingood, M.D., Detroit; Bruce C. 
Lockwood, M.D., Detroit; Wm. L. Lowrie, M.D., 
Detroit; A. E. Ludwig, M.D., Port Huron; R. E. Lynch, 
M.D., Center Line; Sydney N. Lyttle, M.D., Flint. 


T. B. Mackie, M.D., Sault Saint Marie; C. E. Maguire, 
M.D., Grosse Pointe; James E. Mahan, M.D., Allegan; 
Jerome Mark, M.D., Detroit; Percy W. Mason, M.D., 
Detroit; John G. Mateer, M.D., Detroit; K. E. Mc 
Intyre, M.D., Grosse Pointe; Paul E. Medema, M_D., 
Muskegon; Walter L. Merz, M.D., M. Peebles Meyers, 
M.D., Detroit; Solomon G. Meyers, M.D., Detroit; Albert 
F. Milford, M.D., Ypsilanti; J. Duane Miller, M.D., Grand 
Rapids; H. F. Mullenmeister, M.D., Battle Creek; Wm. 
A. Murray, M.D., Detroit; Gordon B. Myers, M.D., 
Grosse Pointe. 


Wm. E. Nesbitt, M.D., Alpena; Robert L. Novy, M.D., 
Detroit; Walter H. Obenhauf, M.D., Ypsilanti; Alex 
Olen, M.D., Detroit; Clarence I. Owen, M.D., Detroit; 
Benjamin R. Parker, M.D., Detroit; Grover C. Pen- 
berthy, M.D., Detroit; George H. Phillips, M.D., Jack- 
son; Joseph D. Picard, M.D., Dearborn; Ralph H. Pino, 
M.D., Detroit; H. M. Pollard, M.D., Ann Arbor; Robert 
J. Priest, M.D., Detroit. 


Morris Raskin, M.D., Detroit; Carl S. Ratigan, M.D., 
Dearborn; Harold R. Reames, M.D., Kalamazoo; John 
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Telephone: Academy 7-1211 


A 25 Bed Hospital for Alcoholics 
Owned and Operated by 


J. GRAYSON HYDE, Business Manager 
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No patients admitted for less than 5 days treatment. 
Competent medical direction and experienced nurses. 


WALTER E. GREEN, M.D., Medical Director 





MICHIGAN 
ALCOHOLIC 
REHABILITATION 
FOUNDATION 


OFFICERS AND TRUSTEES 


Harry Henderson, President 
Hon. Frank Picard, Vice-President 
Philip Neudeck, Vice-President 
Chas. L. Kendrick, Secretary 
T. Allen Smith, Treasurer 

Dr. Charles S. Kennedy 

Hon, Miles N. Culehan 

Jack Schafer 

Nathaniel L. Goldstick 
Benjamin Burdick 

Carolyn Fenwick 

Comm’r. Donald Leonard 


BRIGHTON HOSPITAL | iittn' mee” 


12851 East Grand River Avenue (U.S. 16) Brighton, Michigan 


The Michigan Alcoholic Rehabili- 
tation Foundation is a non-profit 
organization devoted to the proper 
hospitalization of alcoholics seek- 


MICHIGAN ALCOHOLIC REHABILITATION FOUNDATION ing to stop drinking. 
No patients admitted unless sponsored by family physician, a member of P 
Alcoholics Anonymous, pastor or other recognized agency. Contributions to the Foundation 


are deductible and should be sent 
to 2379 National Bank Bildg., 
Detroit 26, Michigan. 











W. Rebuck, M.D., Detroit; Lowell G. Redding, M.D., 
Dearborn; W. E. Redfern, M.D., Detroit; Rufus H. 
Reitzel, M.D., Mt. Clemens; Jos. O. Revere, M.D., Mt. 
Clemens; Meshe] Rice, M.D., Oxford; Paul H. Ringer, 
Jr. M.D., Mt. Pleasant; Herbert F. Robb, M.D., Belle- 
ville; Saul Rosenzweig, M.D., Detroit; Charles H. Ross, 
M.D., Ann Arbor; A. D. Ruedemann, M.D., Detroit; 
Albert D. Ruedemann, M.D., Grosse Pointe. 


D. J. Sandweiss, M.D., Detroit; Elmer W. Schnoor, 
M.D., Grand Rapids; M. H. Seevers, M.D., Ann Arbor; 
Wm. G. Self, M.D., Detroit; E. M. Shafarman, M.D., 
Detroit; Royce R. Shafter, M.D., Detroit; Leighton O. 
Shantz, M.D., Flint; Jacob Shapiro, M.D., Detroit; 
John M. Shaw, M.D., Ann Arbor; Emil M. Shebesta, 
M.D., Muskegon; S. A. Sheldon, M.D., Saginaw; John 
W. Sigler, M.D., Detroit; Robt. J. Sillery, M.D., Detroit; 
G. W. Slagle, M.D., Battle Creek; T. H. Snider, M.D., 
Monroe; Albert L. Steinbach, M.D., Detroit; Wm. W. 
Stevenson, M.D., Flint; Walter S. Stinson, M.D., Bay 
City; Wm. C. Strutz, M.D., Detroit; Oscar D. Stryker, 
M.D., Saint Clair Shores; Tetsuo Sugiyama, M.D., 
Grand Rapids: F. X. Sweeney, M.D., Tacoma, Wash. ; 
Bela J. Szappanyos, M.D., Detroit; D. Emerick Szilagyi, 
M.D.. Detroit. 


Geo. C. Thosteson, M.D., Detroit; Raymond A. Tear- 
man, M.D., Munising; F. L. Troost, M.D., Holt; Martin 
D. Verhage, M.D., Kalamazoo; Margaret E. Waid, M.D., 
Battle Creek; Leroy J. Wallen, M.D., Sault Saint Marie; 
James G. Walter, M.D., Detroit: Wadsworth Warren, 
M.D., Detroit; Joseph P. Webb, M.D., Kalamazoo; 
Casimir P. Weiss, M.D., Detroit; Bernard Weston, M.D., 
Detroit: H. E. Woodford, M.D., Benton Harbor; Melissa 
H. Worth, M.D., Ann Arbor; John L. Yates, M.D., 
Livonia; John P. Yegge, M.D., Kent City; Watson A. 
Young, M.D., Inkster; Herschel Zackhein, M.D., Hunt- 
ington Woods. 
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Battle Creek Sanitarium 


88th Year of 


Continuous Service 


A general medical institution 
fully equipped for diagnostic and 
therapeutic service. Close co- 
operation with home physicians 
in management of chronic dis- 


eases. 


For rates and further information, 
address Box 49 


THE BATTLE CREEK SANITARIUM 


Battle Creek, Michigan 


Not affiliated with any other Sanitarium 
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SCHOOL HEALTH POLICIES 


(Continued from Page 1034) 
rechecked six weeks later and yearly 
thereafter if indicated. 

(2) Screening for vision defects should 
be conducted yearly in the classroom 
by the teacher’s administering a Snel- 
len test. A Massachusetts Vision 
Test or a comparable test, should 
be administered every two years. 
Children with vision defects should 
have a thorough eye examination in- 
cluding the use of dilating drops. 

(3) A record of the height and weight of 
each nursery, elementary and, 
where possible, through the eighth 
grade also, school child should be 
made twice during each school year 
by the teacher, or other personnel. 
Cumulative records should be kept 
and deviations from normal develop- 
ment reported to the parents. 


. Accident and First Aid. The following 


are recommended as school responsibili- 
ties: 


(1) Immediate care and first aid. 

(2) Notification of parents. 

(3) Getting pupil home or to the hospi- 
tal in an obvious emergency. 

(4) Guiding parents to treatment 
sources and physicians when nec- 
essary. 

(5) Emergency care information for 
each child should be kept on file in 
the school. Include physician’s 
name, name of hospital to which the 
parents would prefer the child sent 
in an emergency, how to contact the 
parents, last immunization dates, 
tetanus toxoid and blood type if 
available. 


S€HOOL HEALTH POLICIES 


E. The school should keep adequate written 


health records, including records of im- 
munizations and examinations, and 
screening tests. 


. Teachers should be encouraged to be on 


the alert for physical defects and jl 
health. Teacher referral (as outlined in 
paragraph 3 of Section A-2) of pupils for 
physical examination and medical care 
should be stimulated. Each school should 
have a medical advisor to _ instruct 
teachers in observing health conditions 
of pupils. 


. Local medical societies should stimulate 


community interest in meeting the unmet 
health needs of school-age children with- 
in a community. 


Members of the medical profession with- 
in their own community should encour- 
age additional facilities and resources 
where needed, and should participate in 
public education programs concerning 
the availability of these facilities. It is 
recommended that there must be a free 
choice of services. 


It is recommended that wherever feasible 
the county medical societies organize an 
active school health committee and use 
members of their speakers bureau who 
are qualified to discuss with P.T.A.’s the 
school health problem. 


The services of the members of the 
American Academy of Pediatrics, Michi- 
gan Branch, will be available to discuss 
school health programs with P.T.A. 
groups who request same through their 
local physician and/or county medical 
society. 

























PM sary 


WRITE OR CALL FOR INFORMATION 


Ul] enor es stones 
oMANAGEMENT 


A COMPLETE BUSINESS SERVICE FOR THE INWEDICAL PROFESSION 


“WHY TAKE CHANCES” 


No practice is too small — no group too large 
to benefit from PM’s management experience 


Security Bank Building — Battle Creek 
SAGINAW — GRAND RAPIDS 


DETROIT _. 
Affiliated Offices in Other Cities 





—— 
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THE DOCTOR’S LIBRARY 





and mental illness. 
Approved by the A.M.A. 


The HAVEN SANITARIUM, Inc. 


Rochester, Michigan 


A private hospital for the diagnosis and treatment of nervous 


Member of American and Michigan Hospital Associations. 


Joun D. Wuitenouse, M.D., Clinical Director 


GRAHAM SHINNICK, Manager 


Telephone OLive 1-944] 











THE DOCTOR’ LIBRARY 














Acknowledgment of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 





TOXEMIA OF PREGNANCY. A symposium supported 
by grants from The National Heart Institute, Public 
Health Services; Ciba Pharmaceutical Products, Inc.; 
Parke, Davis & Co.; Hoffmann-LaRoche, Inc., and 
Irwin, Neisler & Co. 


A METHODOLOGICAL PSYCHIATRIC AND STA- 
TISTICAL STUDY OF A LARGE SWEDISH 
RURAL POPULATION. By Tage Larsson and Tors- 
ten Sjégren. Copenhagen: Ejnar Munksgaard, 1954. 


* * * 


PERIPHERAL CIRCULATION IN MAN. A Ciba 
Foundation Symposium. Editors for the Ciba Founda- 
tion: G. E. W. Wolstenholme, O.B.E., M.A,, M.B., 
B.Ch. and Jessie S. Freeman, M.B., B.S., D.P.H., 
assisted by Joan Etherington. 219 pages. 72 illustra- 
tions. Boston: Little Brown and Company, 1954. 
Price $6.00. 

This volume consists of eighteen formal papers and 
the lengthy discussions that followed. The papers, read 
at a symposium sponsored by the Ciba Foundation, re- 
late to the methods for studying blood flow, the change 
In circulation due to exposure to cold and heat, the 
actions of adrenaline and noradrenalin on blood flow, 
the ni urohistology and reflex control of the circulation 
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and the effects of sympathectomy, the significance of 
cold agglutinins, and the influence of visceral activity on 
the peripheral circulation. The reader will find the 
lengthy informal discussions of particular interest. 
Certainly, the laws governing blood flow in the vessels 
cannot be described with precision. 

To the physiologist, the physician, the pathologist, and 
the surgeon this book is recommended. 


J.W.H. 


LECTURES ON THE THYROID. By J. H. Means, 
M.D. Jackson Professor of Clinical Medicine Emeri- 
tus, Harvard University; Former Chief of Medical 
Services, Massachusetts General Hospital; Physician, 
Massachusetts Institute of Technology. Cambridge: 
Harvard University Press, 1954. Price $3.00. 


This 103-page monograph by an outstanding author- 
ity on diseases of the thyroid gland, summarizes nicely 
the function of the normal and the pathological thyroid 
in the light of the most recent investigative work. Doc- 
tor Means has a fine interpretation of the integrative 
action of the whole endocrine system and suggests that 
we re-evaluate the nonphysiologic use of ACTH and 
cortisone. 

The thyroid hormone is discussed in some detail in 
one chapter, taking up the significance of its structure 
and of its action on end organs. The various uses of 
the thyroid hormones is reviewed, with the suggestion 
that cortical extract or cortisone might be beneficial in 
thyroid storm. The antithyroid drugs and use of radio- 
active isotopes is reviewed. 
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There is’ an interesting chapter on the etiology of 
Graves disease, and the surmise that the latter is some- 
what analogous to the adaptation Syndrome of Selye 
except that it is pathological; might be called a “mal- 
adaptation syndrome.” In reviewing the need for iodine, 
Doctor Means summarizes the information gathered in 
a field of study of the goiter endemic on the eastern 
slopes of the Andes, where enormous goiters are com- 
mon. This book is of particular interest to the medical 
student and the researcher. S.B.W. 


MAN ABOVE HUMANITY. A History of Psychother- 
apy. By Walter Bromberg, B.S., M.D. Foreword by 
Winfred Overholser, M.D., Sc.D. Philadelphia, Lon- 
don, Montreal: J. B. Lippincott Company, 1954. 


Price $5.75. 

The title of this book, “Man Above Humanity” gives 
no clear indication of content. The subtitle, “A History 
of Psychotherapy” is somewhat more revealing, but even 
this needs some further definition. To quote, “Much of 
what we refer to as psychotherapy was part and parcel 
of the individual’s attempt, through social institutions 
(e.g., religion, witchcraft, humanitarianism), to adjust to 
internal and external stresses that confronted him.” As 
such, psychotherapy as used by the author, “represents 
one phase of man’s attempt to rise above humanity.” 

The story begins in the very early period when “the 
attention of prehistoric man was consciously deflect 
from physical suffering to psychological pain—when he 
looked beyond the ache of a torn muscle to the existence 
of mental torment.” From here, the thread of the story 
runs through the period of magic, witchcraft and then 
through the period when medical men began to take 
over the care and the treatment of the mentally ill in 
the asylums that stil] later were in need of a similar 
advance to present period of the “hospital.” 

The struggles of the 19th century leading to a return 
of faith healing as exemplified by Christian Science, on 
the one hand, and the activities of Mesmer, and Charcot 
leading to the beginnings of dynamic psychiatry, on the 
other, provide interesting and worthwhile reading. The 
book is written in an interesting fashion, is well docu- 
mented and has a good index. It can be recommended 
not only to those engaged in psychotherapy, but also to 
all those who are interested in the psychology of “The 
Healer” in medicine. F.O.M. 


Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 


Member American Hospital Association 
EDWIN M. WILLIAMSON. M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 


Telephone 284] 
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MEANING OF SOCIAL MEDICINE. By Iago Gald- 
ston, M.D., Secretary, Medical Information Bureau, 
The New York Academy of Medicine. Published for 
The Commonwealth Fund. Cambridge, Massachusetts, 
Harvard University Press, 1954. Price $2.75. 


The author is Executive Secretary of the Committee 
on Medical Information of the New York Academy of 
Medicine. He says he assumed the problem of studying 
and defining social medicine. We went to England in 
1948, and to England and the Continent in 1951. He 
claims there is a difference between Staatsmedicin, 
social medicine, and socialized medicine. Socialized 
medicine started in Germany rather than in England. 
He says, “Unfortunately, the impulsion toward social 
medicine engendered in the war experiences were not 
sufficiently strong to carry the movement on through 
the peace years as well. It required a second world war 
to enfranchise social medicine.” Again, “those who are 
laboring to achieve social medicine are convinced that 
in some significant respects medicine, including public 
health and preventive medicine, has failed. “He 
disparages the medicine taught and practiced now as 
preventive, bacteriological and not curative of the whole 
patient. He wants to revamp the process of medical 
teaching. 


On the whole, we are convinced the author is defi- 
nitely in favor of Social Medicine, another name for 
the old socialized bugaboo. The book is comparatively 
short and well written. It could be a challenge, but we 
recommend it to be read with strict restraint. 


THE PSYCHIATRIST, HIS TRAINING AND DE- 
VELOPMENT. Report of the 1952 Conference on 
Psychiatric Education ‘held at Cornell University, 
Ithaca, New York, June 19-25, 1952. Organized and 
conducted by the American Psychiatric Association 
and the Association of American Medical Colleges. 
Editorial Board: John C. Whitehorn, M.D., Chair- 
man; Francis J. Braceland, M.D.; Vernon W. Lippard, 
M.D.; William Malamud, M.D. Editorial Assistants: 
Stella Bloch Hanau, Robert L. Robinson. Washing- 
ton: American Psychiatric Association, 1953. Price 


$2.50. 


This book is a result of a conference conducted by 
the American Psychiatric Association in order to estab- 
lish basic principles for the training of psychiatrists. It 
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THE RADIUM EMANATION CORPORATION 


GRAYBAR BUILDING © NEW YORK 17, N. Y. 
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is a comprehensive survey of psychiatric residency train- 
ing. There is a report of a special Commission on 
Psychodynamic Principles. The text covers the objec- 
tives, content and methods of the specialty, its growth, 
problems and basic concepts. Sections are devoted to 
special fields such as administrative, forensic, industrial, 
military, psychosomatic, and child psychiatry. Psycho- 
analysis in regard to training is discussed. 

This volume appears to present a worthwhile outline 
for a program for those institutions that are already 
giving psychiatric training or contemplate setting up a 
psychiatric residency. 


G.K.S. 


PR REPORT 

(Continued from Page 962) 
feature tying together the Memorial with the 
significance of Dr. Beaumont’s findings (five 
stations to date). 

In addition special films were taken for Mort 
Neff’s popular statewide sports telecast for use in 
August or September. 

Requests for Beaumont Memorial information 
are still being received by the MSMS PR Depart- 
ment; the Beaumont story will be told and re-told 
far into the future. Still pending, of course, is the 
long documentary motion picture on Dr. Beau- 
mont, in color, which the University of Michigan 
is producing. A highlight of this documentary will 
be the Beaumont Memorial Dedication, which was 
filmed in sound and color by a crew of pro- 
fessionals. 





Classified Advertising 


2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty. 


—— 


DRAFT-EXEMPT GP wanted as 50 per cent partner 
to live in modern home-office. Surgical Preceptorship 
in own 100-bed Detroit hospital. Excellent remunera- 
oe _Reply Box 6, 606 Townsend Street, Lansing 15, 
Michigan. 





CLINIC FOR SALE in Livonia. Address inquiries to 
8825 Middlebelt Road, Livonia, Michigan. 
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Cook County Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 


STARTING DATES 
SURGERY—Surgical Technic, two weeks, September 

27, October 11 

Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, October 11 

Surgical Anatomy and Clinical Surgery, two weeks, 
October 25 

Surgery of Colon and Rectum, one week, September 13 

Basic Principles in General Surgery, two weeks, Sep- 
tember 20 

Breast and Thyroid Surgery, one week, October 25 

Thoracic Surgery, one week, October 11 

Esophageal Surgery, one week, October 4 

General ourgery, two weeks, October 4; one week, 
October 4 

Gallbladder Surgery, ten hours, October 25 

Fractures and Traumatic Surgery, two weeks, Octo- 


ber 25 
GYNECOLOGY—Office and Operative Gynecology, two 
weeks, September 20 
Vaginal Approach to Pelvic Surgery, one week, Sep- 
tember 13 
OBSTETRICS—General and Surgical Obstetrics, two 
weeks, October 4 
MEDICINE—Two-week Course September 27 
Electrocardiography and Heart Disease, two weeks, 
October 11 
Gastroenterology, two weeks, October 25 
Gastroscopy, one week, September 13 
RADIOLOGY—Diagnostic Course, two weeks, October 


4 
Clinical Uses of Radio Isotopes, two weeks, October 4 
PEDIATRICS—Clinical Course, two weeks, by appoint- 
ment 
Congenital and Rheumatic Heart Disease in Infants 
and Children, one week, October 11 and October 18; 
two weeks, October 11 
UROLOGY—Two-week Urology Course, September 20 
= Practical Course in Cystoscopy every two 
weeks 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois 
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in his hand 


Wrap the big hand around the little hand... for now begins 
alittle heart’s journey into prayer ....the guide is Dad, the goal 
is a security not even he can provide. 


But the pattern is security, and it is Dad’s privilege to supply 
his part of it for the little hearts in his care. 
In this binding, enclosing love life finds its finest answer. 


The security of our homes is our worthiest goal. And 
providing it is a privilege unique in a country like ours, where 
each of us is free to choose his way. 


And, think: The security that begins in your home, joined: 
to that of other homes, builds the strength of America. 


Saving for security is easy! Here’s a savings 
system that really works—the Payroll Savings 
Plan for investing in United States Savings Bonds, 

This is all you do. Go to your company’s pay 
office, choose the amount you want to save—a 
couple of dollars a payday, or as much as you wish, 
That money will be set aside for you before you 
even draw your pay. And automatically invested 
in United States Series “E” Savings Bonds which 
are turned over to you. 


If you can save only $3.75 a week on the Plan, 
in 9 years and 8 months you will have $2,137.30. 

U.S. Series “E” Savings Bonds earn interest 
at an average of 3% per year, compounded semi- 
annually, when held to maturity! And they can 
go on earning interest for as long as 19 years and 
8 months if you wish, giving you back 80% more 
than you put in! 

For your sake, and your family’s, too, how about 
signing up today? 





The U.S. Government does not pay for this advertisement. It is donated by this publication im 
cooperation with the Advertising Council and the Magazine Publishers of America, 
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